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Factors in Diagnosis and Classification 


of Deaths from CVR Diseases 


IWAO M. MORIYAMA, Ph.D. 


VER one-half of the deaths occurring 

annually in the United States are attrib- 
uted to cardiovascular-renal diseases (CVI). 
As may be seen from table 1, the largest fre- 
quency of deaths is found in the component 
arteriosclerotic heart disease including coro- 
nary disease. Next in frequency are vascular 
lesions affecting the central nervous system, and 
the hypertensive diseases. With the decline in 
mortality from infectious diseases generally, 
‘vardiovascular diseases of infective origin now 
constitute less than 5 percent of the total CVR 
disease mortality. 

Marked differences in death rates appear for 
the various demographic characteristics as well 
as geographic areas. The reasons for these 
differences are not all clear. Nor is there agree- 
ment that the recorded differences are real. 
Some feel that the problems of diagnosis, re- 
porting, and classification of these diseases are 
of such a nature that no valid assessment of 
mortality trends and differentials is possible. 
Others feel that despite the shortcomings of 
the data, mortality statistics provide useful in- 
dicators of the general trend and magnitude 
of CVR disease mortality. This disagreement 
is rooted in the lack of quantitative information 
with respect to these problems. 

Various factors complicate the interpretation 
of CVR disease mortality statistics. First, 
there is the question of the reliability of the 
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diagnostic data on which the medical certifi- 
cation of causes of death is based. There are 
several facets to this problem. The prevailing 
concept of disease and diagnostic criteria of the 
day provide the background for medical prac- 
tice. The amount and quality of diagnostic 
evidence available to the medical certifier, and 
the diagnostic acumen of the attending physi- 
cian determine the quality of diagnosis made. 
At this point, it should be recognized that diag- 
noses are judgments arrived at after a study of 
available clinical and pathological observa- 
tions. Even with standard diagnostic criteria, 
it is highly unlikely that absolute accuracy in 
diagnosis will ever be possible for diseases of 
the CVR system because of the varying medical 
backgrounds and experience of the relatively 
large population of physicians. 

There can be no question that over the years 
there has been a great increase in kncwledge 
with resultant changes in the concept of cardio- 
vascular-renal diseases. The development of 
diagnostic criteria and techniques and improve- 
ments in diagnostic facilities and methods have 
undoubtedly influenced cardiovascular-renal 
disease mortality statistics. For example, the 
diseases of coronary arteries which today are 
the most important component of the CVR 
disease complex were not reported with any 
great frequency as a cause of death until about 
1926. Halsey, cited by Hedley (7) and Atlan- 
son (2), has pointed out that there has been a 
change in emphasis in the diagnosis of heart 
disease away from valvular to myocardial 
diseases and more particularly to the coronary 
vessels which supply the myocardium. Levy’s 
review (3) of the clinical and pathological rec- 
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Table 1. Number of deaths and death rates 
for the components of major cardiovascular- 
renal diseases, United States, 1956 


Number| Rate! | Percent 


Major cardiovascular- 
of deaths 


renal diseases 


“iC, 1 ea neers 854, 152 | 510. 7 100. 0 
Vascular lesions affecting | 
central nervous system_/177, 845 | 106. 3 | 20. 8 
Rheumatie fever and | 
chronic rheumatic | 
heart disease 20, 029 12.0 zy 3 


Arteriosclerotic heart 

disease, including 

coronary disease __.|427,516 | 255.6 50. 1 
Other heart disease, 


except hypertensive 84, 090 | 69. 5 9. 8 
Hypertensive diseases__ 83,341 | 49.8 9. 8 
Other cardiovascular- 

renal diseases_ ____ ~~ -- 61, 331 7.5 a2 


1 Rate per 100,000 estimated population. 


ords of the New York Presbyterian Hospital 
for the period of 1920 to 1930 showed that al- 
though the incidence of coronary disease in the 
pathological records was fairly constant each 
year (10 to 12 percent) throughout the decade, 
there was an increase of 400 percent in the fre- 
quency of clinical diagnosis of various forms of 
coronary diseases. Levy states that “It was af- 
ter the publication of the papers of Herrick in 
1912 and again in 1919 that interest of the pro- 
fession in this country was aroused in the prob- 
lems of acute coronary obstruction, and in the 
succeeding years clinicians became more alert 
in recognizing the disturbance in the coro- 
nary circulation and recorded them more 
frequently.” 

Other significant changes in the concept of 
CVR diseases relate to the vascular changes 
caused by diabetes (4) and the possible etio- 
logical relationship between cholesterol and 
atherosclerosis. 
the effects of therapeutic procedures on hyper- 
tensives are beginning to be better understood. 
These developments have an impact upon the 
diagnosis of CVR diseases, but it is not possible 
to determine the extent to which the statistics 
on CVR disease mortality are influenced. Un- 
doubtedly, however, data on the individual 


The role of hypertension and 


components of the CVR disease complex are 
significantly affected. On the other hand, most 
of the shifts are within the CVR system, and 
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mortality data for all CVR diseases are prob- 
ably relatively free from complications result- 
ing from these changes in concept. 

A number of studies have explored the ac- 
curacy of cause-of-death statements on death 
certificates (5-7). On the basis of comparisons 
between clinical and pathological records, the 
diagnostic statements relating to CVR diseases 
have been found in these studies to be relatively 
poor. Those investigations which utilize au- 
topsy findings as the standard of reference have 
serious limitations. For example, diagnoses of 
clinical entities cannot always be established by 
autopsy findings. In the study of James and 
associates (7), the use of autopsy data de- 
creased the proportion of deaths attributed to 
such causes as diabetes and hypertensive dis- 
sases and increased the proportion attributable 
to arteriosclerosis. 

Deaths of patients in hospitals tend to be 
weighted with surgical cases, acute illnesses, 
and diseases and conditions relatively difficult 
to diagnose. Pathological findings are sought 
more often for deaths where the clinical diag- 
nosis is not clear or where diagnostic confir- 
mation is desired. Thus, the selection of 
deaths in hospitals, particularly deaths for 
which autopsies were performed, should lead 
to greater disagreement than would appear in 
a hypothetical situation where cause-of-death 
statements are compared with clinical or patho- 
logical findings. 


Pennsylvania Study 


In order to avoid the selective factors in- 
volved in the study of hospital deaths that 
come to autopsy, the medical certifier was 
queried in a sample of death certificates issued 
in hospitals for a 3-month period in 1956 in 
Pennsylvania. The methodology and results 
of this study were published recently (8). 
Briefly, the method of study was to send a 
questionnaire to the physician signing the 
death certificate asking for information on 
diagnostic methods, the pertinent findings on 
which the medical certification of death was 
based, and an expression of his certainty of the 
diagnosis on the medical certification. The re- 
turns were reviewed by an internist and rated 
as to quality (type and amount) of supporting 
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Table 2. 


Quality (type and amount) of supporting diagnostic information on cardiovascular-renal 


diseases, Pennsylvania mortality sample, 3-month period, 1956 ' 


Major cardiovascular-renal diseases 


Total_..- : ae a ie See ae 


Intracranial lesions of central nervous system_ _ _ -- : 
Rheumatic fever and rheumatic heart disease_-____ ak 


Percent 


Total 
number 
Very good Good Sketchy | No report 
| as 
1, 406 | 28. 7 | 19. 8 | 47. 4 | 4.1 
254 | 20. 9 | 23. 2 | 51. 2 | 1.7 
41 58. o 19. 5 6 t 4 
| | 
692 | 29. 8 | 17. 6 | 49. 0 3. 6 
167 | 17. 4 | 16.2 | 64. 1 | ae | 
150 30. 7 | Zt. 3 | 36. 0 6. 0 
102 45. 1 | 21. 6 29. 4 | 3.9 


! Totals adjusted to number of deaths in current mortality sample. 


diagnostic information and consistency of 
medical certification with the diagnostic evi- 
dence. Also, the reviewing internist rated his 


impression of certainty of the diagnosis. 


The findings on CVR diseases may be sum- 
marized as follows: 
1. A relatively large proportion (47 per- 


cent) of the available diagnostic information 
on CVR diseases was sketchy (table 2) ; in 20 
percent, it was “good ;” and in 29 percent, “very 
good.” In 4 percent, there were no returns on 
which to make an assessment. 

2. Analysis of evidence presented in 1,406 
deaths in support of a diagnosis of the major 
CVR diseases judged the certified diagnosis 
most probable in 78 percent of the deaths, an- 


Table 3. 


other diagnosis equally probable in 14 percent, 
and a different diagnosis preferred in 3 percent 
(table 8). No diagnostic information was 
available in the remaining 4 percent. These 
figures may to some degree understate the quali- 
ty of medical certifications of deaths from CVR 
diseases since judgments were made on the 
specific diagnoses reported. Some classified as 
“another diagnosis equally probable” or “an- 
other diagnosis preferred” could well have been 
the “most probable diagnosis” had the cause- 
of-death statement referred to another related 
disease within the cardiovascular-renal system. 
With respect to the specific diagnoses, the pro- 
portion of medical certifications judged to be 
the “most probable diagnosis” ranged from 67 


Consistency of medical certification with diagnostic evidence on cardiovascular-renal 


diseases, Pennsylvania mortality sample, 3-month period, 1956 ' 


Major cardiovascular-renal diseases 


‘ic: Le ee. 


Vascular lesions of central nervous system _ _ -__ eee, 


Rheumatic fever and rheumatic heart disease____- 


Arteriosclerotic heart disease including coronary diseases _| 
Other heart diseases, except hypertensive___..-._.------ 
Hypertensive diseases... ..-<...-.... Boe see 


Other cardiovascular-renal diseases___ - 
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! Totals adjusted to number of deaths in current mortality sample. 


Percent 


Total | 

number | Most Another | Another | No diag- 
| probable | diagnosis | diagnosis | nostic in- 

| diagnosis equally preferred | formation 

probable 

1, 406 | 782 | 14. 4 | 28) 4. 1 
254 | 85. 0 | a7 1.6 | 4.7 
41 82. 9 9. 8 | 0 | 7.3 
692 78. 6 | 16. 5 1.3 | 3. 6 
167 | 66.5 | 19. 8 11.4 | 2. § 
150 | 76. 0 16. 0 2. 0 6. 0 
102 | 78. 4 5. 9 | 11.8 3. 9 
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percent for “other heart diseases, except hyper- 
tensive” to 85 percent for the vascular lesions 
affecting the central nervous system. 

3. The reviewer’s evaluation of the diagnos- 
tic information on deaths certified by physicians 
indicated that diagnosis was solidly established 
in 33 percent of the CVR deaths, and reason- 
ably well established in 47 percent of the deaths 
(table 4). In other words, in 80 percent of 
the deaths from CVR diseases, the diagnoses 
were evaluated to be reasonable or better. 
There was more uncertainty concerning the ac- 
curacy of diagnoses of deaths from hyperten- 
sive diseases and the residual group of CVR 
diseases. The query form was probably weak- 
est in eliciting clinical evidence which, in part, 
may account for the lower proportion of solidly 
established and reasonable diagnoses for these 
rubrics. 

4. A relatively large proportion (15 percent) 
of deaths from CVR diseases in Pennsylvania 
was certified by the medical examiner or coro- 
ners. This proportion was much higher (3 
percent) for coronary heart disease, which is 
frequently linked with sudden death. The care 
with which the medical examiner and coroners 
discharge their legal responsibilities can signifi- 
cantly affect. statistics for CVR_ disease 
mortality. In Pennsylvania, at least, the cor- 
oners or medical examiner often consult the 
family physician, if there is one, before making 
out the medical certificate, or, if the reasons for 
death seem unclear, an autopsy is ordered. 

5. The differences in diagnostic quality do 


Table 4. 


not appear to be important factors in the inter- 
pretation of sex and age differentials, in the 
more usual situation where the interest is in 
reasonable diagnosis or better. 

6. Data by place of residence of the decedent 
showed slight differences by population size; 
but these do not seem large enough to account 
for much of the observed urban-rural differ- 
ences in mortality. 

7. There seemed to be a marked urban-rural 
difference in the quality of diagnoses according 
to the physician’s place of practice. About 80 
percent of the diagnoses of urban medical 
practitioners were rated as “solidly established” 
or “reasonable,” while 70 percent of the diag- 
noses of their rural colleagues fell into those 
categories. 

The establishment of an adequate diagnosis is 
important, but for the purposes of mortality 
statistics, diagnostic information must also be 
reported properly on the- death certificate. 
This requires a complete statement of the 
judgment of the medical certifier on the se- 
quence of events leading to death, in 
unambiguous medical terminology. Unless all 
of the pertinent facts are reported completely 
in the proper sequence, accurate and consistent 
classification becomes difficult. 

In the Pennsylvania study, the diagnostic 
information on CVR diseases was reported 
“completely” by physicians on 84.7 percent of 
the death certificates (table 5). On 11.8 per- 
cent, the medical certification was incomplete 
in some respects. For example, an intervening 


Reviewers’ evaluation of diagnostic information on cardiovascular-renal deaths certified 


by physicians, Pennsylvania mortality sample, 3-month period, 1956 * 


Major cardiovascular-renal diseases 


i)’ Se rn I i ai a Mea 


Vascular lesions of central nervous system _ _ - 
Rheumatic fever and rheumatic heart disease_. 
Arteriosclerotic heart disease________________- 
Heart disease specified as involving coronaries__ 
Hypertensive diseases_____......________-- 
Other cardiovascular-renal diseases____ 


1 Total adjusted to number of deaths in current mortality sample. 


Percent 


Total 
number Solidly Reasonable) Diagnosis | Diagnosis 
established) diagnosis | in doubt | probably 

diagnosis | wrong 

1, 194 | 32. 8 | 46. 5 | 10. 3 6. 0 
sandal ——|- i<—_ a Jae 
236 31. 8 | 53. 8 | 7.2 | 2.4 
38 58. 0 23. 7 | 7.9 | 2. 6 
260 30. 0 51. 9 9. 2 3. 5 
271 39. 1 45. 0 10. 7 3. 0 
128 32. 8 40. 6 16. 4 3. 1 
261 26. 4 42. 1 M..4 17. 2 


Deaths with no reported information are 


included in the total but not distributed in the percentages shown. 
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Table 5. Percent completeness of medical certifications of cardiovascular-renal diseases, 
Pennsylvania mortality sample, 3-month period, 1956 * 









































| Physicians’ returns | Medical examiner’s and coroners’ returns 
| es 7 a 
Major cardiovascular- Percent Percent 
renal diseases s ion. > = 
| Total Total | | | 
inumber| Com- | Incom-|Grossly| Incor- jnumber| Com- | Incom- Grossly| Incor- 
plete | plete | incom-| rect plete | plete | incom-| rect 
plete plete 
| Pama 
aetel........ pe eae 1, 142 84. 7 11.8 1.9 | a 206 70.4 | 26.2 | 1. 0 2. 4 
Intracranial lesions of central | | | | 
nervous system__________- | 224] 91.5 7. 6 0 .9 18} 667) 33.3 0 | 0 
Arteriosclerotic heart disease | | | | | | 
including coronary diseases 511 | 883] 10.6 0 1.2 156 | 67.9 29. 5 | 1.3 | 1.3 
Other heart diseases, except | | | | 
hypertensive______._--_-- | =191 72. 3 16.8 94); 1.6 10; 1000; O | O | 0 
Hypertensive diseases _-__-_- | 119} 87.4) 12.6 ae oe 19 | 89.5 10. 5 | 0 | 0 
Other cardiovascular-renal | | 
I a inne hw tensa om | 97 | 71.1) 17.5 4.1 7.3 a aaa en | tas inact 




















1 Totals do not include reports on which diagnostic information not received and not adjusted to number of 
deaths in the current mortality sample. 


cause in the sequence of events was omitted. generally good, despite the difficulties involved 
A few, 1.9 percent, were grossly incomplete. in determining the relationship between the 


On 1.6 percent, the diagnostic information was various components of CVR diseases. As may 
judged to be reported incorrectly. As might be seen in table 6, about 94 percent of the 


be expected, the proportion of medical certifi- certifications of CVR diseases by physicians 
cates completely reported by the medical ex- —_ represented correct or substantially correct se- 


aminer and coroners was lower (70.4 percent). | quence. The terminology used was also gen- 
However, the proportion adjudged grossly erally good, except in the group categorized as 


incomplete and incorrect did not differ sig- “other diseases of the heart, except hyper- 
nificantly from that for reports by private _ tensive.” Here the persistent use of the ob- 
physicians. solete term “chronic myocarditis” resulted in 

The reporting of sequence of events was a high proportion of reports by certifying 


Table 6. Percent of cardiovascular-renal disease reported by physicians in proper sequence of 
events using good or bad terminology, Pennsylvania mortality sample, 3-month period, 1956 * 








le F | 

| Correct sequence | Substantially correct | Incorrect sequence 
Major cardiovascular-renal diseases Total 
| 















































number | | | m 
| Total | Good | Bad | Total | Good |} Bad | Total | Good | Bad 
ee a . | ape a iE ioe We: Canaanite 
61) 1: Ek ee .| 1, 142 | 90.5 | 84.1] 6.4 3. 4 2.5 0. 9 6. 0 5. 1 0. 9 
Intracranial lesions of central nervous | 
nS ELLE HET LTS 224 | 94.3|902/] 41] 22] 1.8 44-26) 28 0 
Arteriosclerotic heart disease including | | 
coronary Gweeees... .........4-2<.. 511 | 89.9; 860; 39) 45] 35) 10] 5&7 4.9 .8 
Other heart diseases, except hyperten- | | 
i ne ee a aE por eae 191 | 86.6 | 67.5 | 19.1 5. 2 3. 1 2. 1 7.4 5. 8 1. 6 
Hypertensive diseases___________--_- 119 | 92.4 | 88 2 4,2 0 0 0 7. 6 4.2 3. 4 
Other cardiovascular-renal diseases___- 97 | 91.8 | 91.8 0 0 | O 8. 2 8. 2 | 0 
| | | 





1 Totals do not include reports on which diagnostic information not received, and not adjusted to number of 
deaths in current mortality sample. 
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physicians being cited by the reviewer as poor 
terminology. In Pennsylvania, the reporting 
of CVR diseases by medical examiner and 
coroners does not appear to present much of a 
problem. This may not be the case in other 
parts of the country. 

The medical certifier provides the informa- 
tion which forms the basis of cause-of-death 
statistics. For statistical purposes this infor- 
mation is classified according to certain pre- 
scribed rules, by the current categories of the 
International Lists of Diseases and Causes of 
Death. For primary mortality tabulations, it 
is necessary to select a single cause which is 
presumably the disease or condition which initi- 
ated the train of events leading to death. In 
CVR diseases, the cause so selected is frequently 
modified by the special provisions in the classi- 
fication. ‘Thus, data on certain presumptive 
etiological factors are lost. For example, “cere- 
bral hemorrhage due to hypertension” is classi- 
fied as intracranial lesions of vascular origin, 
and the presence of hypertension does not ap- 
pear in the tabulations. 

The problems of classification have been de- 
scribed elsewhere (9-73). Aside from the dif- 
ficulties in adequately characterizing the dis- 
eases of the CVR system by selecting a single 
underlying cause, the decennial revisions of the 
international lists limit severely the compila- 
tion of a comparable series of statistics for the 
specific components of the CVR diseases. How- 
ever, in view of the fact that revisions of the 
classification generally entail further subdivi- 
sions of CVR diseases and transfers within the 
CVR system, comparability of statistics for all 
CVR diseases has not been affected materially 
over the years. 


Conclusions 


The situation with respect to the interpreta- 
tion of CVR disease mortality statistics in the 
United States appears to be as follows: 

1. Available data on the accuracy of diag- 
nosis and of medical returns on death certifi- 
cates are fragmentary and have certain limita- 
tions. The relative dearth of good support- 
ing diagnostic information appears to be a 
problem in CVR mortality, but the Penn- 
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sylvania study suggests that the quality of di- 
agnosis as reported on death certificates is for 
the most part reasonably good or better. 

2. The universal adoption of diagnostic eri- 
teria such as those of the New York Heart As- 
sociation (74) would materially improve the 
diagnostic information on death certificates. 
However, absolute and unfailing accuracy of 
diagnoses is unattainable. The etiological and 
pathological relationships in CVR diseases are 
often complex, and there is little opportunity 
for the medical certifier to make a thorough 
antemortem examination in a large proportion 
of deaths, say from coronary disease, because 
the patient dies suddenly. 

3. Despite the various shortcomings of mor- 
tality data for the specific components of CVR 
diseases, data for the total complex of CVR 
diseases appear reliable for interpretation of 
mortality trends. More information is needed 
on a national scale and further work should 
be done to explore the factors of geographic 
distribution. 

4. Because of the periodic revisions in clas- 
sification, the study of the course of mortality 
of the components of CVR diseases will have 
to be limited necessarily to short-run analyses. 
5. There should be a more general recogni- 
tion that mortality data are not precise meas- 
ures, but that in epidemiological studies they 
are useful in suggesting leads to be elaborated 
by other study approaches. 

6. Preparatory work is now underway for 
the 8th revision of the International Lists of 
Diseases and Causes of Death. It is expected 
that the classification will provide for a greater 
number of disease complexes in the section on 
diseases of the CVR system. This will elimi- 
nate some of the troublesome factors in satis- 
factorily characterizing CVR diseases now 
encountered in primary mortality tabulations. 
However, it will not be possible to identify all 
the significant relationships. For this purpose, 
there will be a need for multiple-cause 
tabulations. 

7. There has been a growing interest in stud- 
ies of CVR disease mortality on an interna- 
tional scale involving various ethnic groups, 
in order to identify some of the etiological fac- 
tors. A study group of the World Health 
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certificates. Pub. Health Rep. 70: 39-51, heart. New York, J. J. Little and Ives Co., 
January 1955. 1942. 


World Health Day, April 7 


The theme of World Health Day 1960, observed each year on April 7, 
is “Malaria Eradication—A World Challenge.” 

The Public Health Service will supply, upon request, program 
materials and background information on the World Health Organi- 
zation, the history and current status of malaria throughout the world, 
and the progress which has been made in the worldwide malaria 
eradication effort. The Public Health Service also has an Interna- 
tional Health Speakers’ Bureau which includes prominent individuals 
throughout the United States who have been active in international 
health affairs and who have indicated their willingness to speak on 
World Health Day programs. 

Requests for this material, or for other specific information about 
international health organizations or United States participation in 
international health programs, should be directed to the Assistant to 
the Surgeon General for International Health, U.S. Public Health 
Service, Department of Health, Education, and Welfare, Washington 
25, D.C. 

April 7 is the anniversary of the day on which the World Health 
Organization came into being. WHO, established in 1948, is one of 
the specialized agencies of the United Nations, with membership of 
90 countries. 
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Assay of Tests for Syphilis 


on Unheated Serum 


HILFRED N. BOSSAK, B.S., WILLIAM P. DUNCAN, B.S., AD HARRIS, and VIRGINIA H. FALCONE, B.S. 


METHOD for testing unheated serum in 

the same manner as plasma in the rapid 
plasma reagin (RPR) test (7) has recently been 
reported in which the comparative results ob- 
tained with this method and several other pro- 
cedures on specimens from a serologic survey 
conducted in North Carolina, are described (2). 
An earlier method employing measured amounts 
of unheated serum and RPR antigen suspen- 
sion, and referred to as the unheated serum 
reagin (USR) test, was included among the 
nontreponemal tests performed in the SERA 
study (23). 

The establishment of a serum bank of clin- 
ically categorized donors at this laboratory has 
been previously described (4). Its availability 
has made possible the rapid assay of newly pub- 
lished procedures, and it has again been used 
in this study. 

This report presents the comparative results 
obtained with the two procedures performed 
on unheated serum and the VDRL slide test on 
serums from medically defined patient groups. 


Materials and Methods 


The rapid plasma reagin test on unheated 
serum (RPR-US) was performed in exactly 
the same manner as the RPR test (7) except 
that serum was substituted for plasma. 

The unheated serum reagin test was per- 





Mr. Bossak, Mr. Duncan, and Mrs. Falcone are bac- 
teriologists with the Venereal Disease Research Lab- 
oratory, Communicable Disease Center, Chamblee, 
Ga., of which Mr. Harris is director. (Manuscript 
received for publication September 25, 1959.) 
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formed according to the technique described in 
the SERA study (2). 

The VDRL slide test was performed in ac- 
cordance with the technique described in the 
Manual of Serologic Tests for Syphilis, 1959 
revision. 

All tests were performed at the Venereal Dis- 
ease Research Laboratory, Chamblee, Ga. 
VDRL slide test results on those serums that 
were included in both the SERA study and the 
serum bank were taken from the SERA study 
report. The two tests on unheated serum were 
run on all the specimens at a later date. VDRL 
slide tests were performed at the same time on 
any specimens added to the bank which had 
not been included in the SERA study. 

The donors of the serums tested were in the 
following categories: 


PresuMep NONSYPHILITIC 
e Apparently healthy donors presumably 
with no history of previous or present infection 


with syphilis. 


SYPHILIS 

¢ Donors with primary syphilis proved by 
darkfield examination, who had not received 
treatment. 

¢ Patients primary 
proved by darkfield examination and who had 
adequate treatment with 2,400,000 units or more 
of penicillin not less than 2 nor more than 4 
years prior to time blood was taken. 

* Donors with secondary syphilis proved by 
darkfield examination, who had not been 
treated. 


having had syphilis 


Public Health Reports 











¢ Patients with secondary syphilis proved by 
darkfield examination who had adequate treat- 
ment with 2,400,000 units or more of penicillin 
not less than 2 nor more than 4 years prior to 
time blood was taken. 

¢ Donors with either latent or late syphilis, 
adequately treated with 4,800,000 units or more 
of penicillin. 


Wirn Conprrions Orner THan SypHItis 

¢ Hospital patients with a variety of diseases 
or conditions, not receiving antibiotics and hav- 
ing no history of clinical evidence of syphilis; 
patients 12 years of age or younger with yaws; 
patients with pinta, below age at which asso- 
ciated syphilis might be expected; and leprosy 
patients not thought to have associated syphilis. 


Brotogic Fause Postrives (BFP) 

¢ Patients with reactive nontreponemal tests, 
at least one nonreactive (TPI) Z'reponema pal- 
lidum immobilization test, and no clinical evi- 
dence of syphilis. 

¢ Patients with reactive nontreponemal tests, 
no previous TPI test, and no clinical evidence 
of syphilis. 


Table 1. Results with 592 serums 


Results 

The results obtained with the three proce- 
dures on 592 serums from presumed nonsyphi- 
litic persons are shown in table 1. Of the total 
number of serums tested, 329 were residuals of 
SERA study specimens which had not been pre- 
viously heated or tested and had been stored 
in the frozen state in tightly sealed containers 
since the original date of collection and sepa- 
ration of the serum. The remaining 263 speci- 
mens were obtained from other sources and 
were added to the serum bank at later dates. 
Regardless of the origin of the serums, how- 
ever, absolute agreement was obtained with the 
unheated serum reagin and the rapid plasma 
reagin test on unheated serum. Percentage re- 
activity was identical with all three tests (0.34 
percent), although the two serums which re- 
acted in the tests with unheated serum were 
not the same serums that were reactive in the 
VDRL slide test. The 7’reponema pallidum im- 
mobilization test, performed in this laboratory 
on these four specimens, was reactive in each 
instance, suggesting a treponemal infection, 
past or present. 

Table 2 lists the results obtained in six elini- 


from presumed nonsyphilitic persons 











Nonreactive 


| Reactive ! Total 

















Test e eee eee ee oe : ee. 

Number Percent Number Percent Number Percent 
Unheated serum reagin..-...- 5.2.0... 590 | 99. 66 | 2 0. 34 592 100 
Rapid plasma reagin on unheated serum_.- 590 99. 66 2 . 34 592 | 100 
WSR is Rise ho Oe eT 590 | 99. 66 2 . d4 592 | 100 





' Reactive plus weakly reactive. 


| 


Table 2. Reactivity rate’ in six clinically defined categories of syphilis 


USR test 


Number of 


Category 





specimens 

Number 
Primary, untreated_---___- 119 85 | 
Primary, treated___________- 29 4 | 
Secondary, untreated_________| 98 98 | 
Secondary, treated_______-__- 18 8 | 
Latent, treated. ............. | 25 23 | 
Late, trokted...-......... 203 190 


1 Reactive plus weakly reactive. 
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VDRL slide test 


RPR-US test 





Percent Number Percent Number Percent 
peerpeme salninaiananeumanll acs einige aciemnaniaala 
71. 4 86 72.3 79 | 66. 4 

13. 8 4 is. 3 O | 0 
100. 0 98 100. O 98 | 100. 0 
14. 4 S 44, 4 5 | 27.8 
92. 0 2a 92. 0 17 68. O 
93. 6 191 | 94. 1 178 | 87. 7 
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Table 3. Reactivity rate ’ 


Num- 

ber of 

Category speci- 

mens 
Conditions other than syphilis. _--- - 73 
Biologic false positive, nonreactive TPI test 111 
Biologic false positive, no TPI test : 109 


! Reactive plus weakly reactive. 


cally defined syphilis categories. Little differ- 
ence was noted in the reactivity rate of the two 
tests on unheated serum although the RPR test 
appeared to be slightly more reactive than the 
procedure using measured amounts of reagents. 
Both tests were more reactive than the VDRL 
slide test in all categories except untreated sec- 
In adequately treated pri- 
mary, secondary, and latent syphilis, the lower 
reactivity rate of the VDRL slide test was 
most apparent, suggesting a more rapid rever- 
sion to nonreactivity after treatment. 


ondary syphilis. 


Findings with the three procedures in condi- 
tions or diseases other than syphilis are sum- 
With conditions other than 
syphilis the incidence of reactivity with the two 


marized in table 3. 


tests on unheated serum was approximately 
twice that of the VDRL slide test. Results ob- 
tained with all three tests were approximately 
the same in one biologic false positive category, 
composed of serums from persons who had been 
screened with at least one nonreactive TPI test. 
None of the patients in the second BFP cate- 
gory had been previously tested with the TPI. 
In this group, the VDRL slide test was less re- 
active than the two procedures performed on 
unheated serum. 


Summary and Conclusions 

The comparative results obtained with the 
unheated serum reagin test, the rapid plasma 
reagin test on unheated serum, and the VDRL 
slide test on serums from medically defined pa- 
tient categories are presented. 
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in conditions or diseases other than syphilis 


RPR-US test 


USR test VDRL slide test 


Num- Per- Num- Per- | Num- Per- 
ber cent ber cent | ber cent 
7 9. 6 7 9. 6 4 5. d 
53 47.7 53 47.7 54 48. 6 
55 50. 5 55 50. 5 48 44. 0 


1. No significant differences were observed 
between the two tests on unheated serum. 

2. Percentage reactivity was the same with 
all three procedures in the group of healthy, 
presumedly nonsyphilitic persons. 

3. In serums from donors with syphilis, the 
two procedures with unheated serum were more 
reactive the VDRUI slide test in all 
‘ategories except secondary, untreated, includ- 


than 


ing those patient groups who had received 
adequate treatment. 

4. The unheated serum reagin test and the 
‘apid plasma reagin test on unheated serum 
were almost twice as reactive as the VDRL 
slide test in the category of patients with dis- 
eases other than syphilis. 

5. The results obtained with the three pro- 
cedures were quite similar in the two groups 
of patients classified as biologic false positive 
reactors. 
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CONFERENCE 
REPORT 


THE 





With the assistance and cooperation of the authors, the staff of Public 
Health Reports has summarized roughly four-score papers presented at the 
87th annual meeting of the American Public Health Association and related 
organizations, in Atlantic City, October 19-23, 1959. 

The objectives of this annual summation are to touch bases for the 
members of the conference who found it physically impossible to make the 
rounds of every meeting in which they were interested ; to present in a single 
package many of the major topics presented at the conference; to permit 
those unable to attend the conference to obtain a wide-screen view of develop- 
ments in public health work; and to provide authors of papers with an op- 
portunity to reach a broad professional audience, with at least a summary 
of their information, in anticipation of the usual course of publication. 

This summation has been a bit more eclectic than usual. As the Amer- 
ican Public Health Association plans to publish in three separate supplements 
to its journal papers presented by foreign guests of the conference, papers 
on heart disease, and papers dealing with behavioral sciences, few if any 
of those papers are represented here. 

Certain other papers were passed by because they did not lend them- 
selves to treatment in this collection, or because they are now in print in 
full. Many interesting tall:s given at the conference are not carried here 
because the authors either spoke without reference to a text or did not provide 
copy for Public Health Reports. 

This summation is prepared at the invitation of the American Public 
Health Association. For further details on the papers touched upon, read- 
ers are advised to communicate with the authors. Many of the papers pre- 
sented to the conference, whether or not they are mentioned here, remain under 
consideration for full publication in professional journals in the near future. 

The next annual conference is scheduled for October 31 to November 4, 
1960, in San Francisco. 
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Public Health Trends .. . 


Mene Mene Tekel 
Ufarsin Decoded 


A willingness to meet the inevi- 
table halfway was recommended by 
Elton D. Woolpert, assistant to the 
Surgeon General, Public Health 
Service, as the appropriate response 
to changes portended by the mod- 
ern handwriting on the wall which 
he discerned in statistics of social 
trends. 

Predicting a high rate of obso- 
lescence of plans to meet the future, 
he advocated anticipating imminent 
ehanges with new methods, well 
tested and thoroughly developed by 
public health research and demon- 
stration. The alternative he left to 
the imagination. 

Among emerging stresses which 
are on the point of producing in- 
tolerable social strains, he men- 
tioned the following: 

Personnel needs: The demand for 
physicians alone, he asserted, calls 
for founding at least one new medi- 
eal school a year for the next 15 or 
20 years, if only to keep the present 
proportion of medical services. 

Facilities: The number of beds 
and other accommodations needed 
to provide for the aged and chron- 
ically ill is not keeping pace with the 
increase of the aged population. 

Government: Loeal governmental 
structures of the past are ill-suited 
to the management of urban 
complexes, with their interrelated 
systems of recreation, education, 
medical care, transportation, water 
supply, and waste disposal. 

Services: Present jurisdictional 
lines are ill-suited to administering 
related public What is 
needed is “not so much new boxes 


services. 


on the organization charts” as new 
patterns of services meaningful to 
the public. 

Taxation: Dependence on prop- 
erty taxes, inadequate assessment 
of real property taxes, and rigid tax 
and debt limit are serious obstacles 
to adjustment of public service and 
construction programs to meet needs 
of a growing population in a period 
of rising prices. 
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Urban representation: With State 
legislatures elected to serve a popu- 
lation pattern of 1900, rather than 
the dominantly urban pattern of the 
present, municipal officials, ham- 
pered also by limits on powers to tax 
or incur debt, are obliged to seek 
direct assistance from the Federal 
Government for community services. 

Research: Public health adminis- 
tration, facing new challenges with 
the encumbrance of archaic and im- 
poverished institutions and methods, 
lags notably in obtaining studies 
which will appraise its needs and 
which may devise methods of ad- 
justing present facilities or creating 
new approaches. 

In conclusion, Woolpert observed 
that his efforts at translating the 
handwriting on the wall were by no 
means complete, that others for 
years to come will have the pleasure 
of continuing in that occupation. 


Private Physicians 
Aid City Services 


Foreign visitors to the APHA con- 
ference, so accustomed to govern- 
mental management of health serv- 
ices that they can hardly conceive 
of private support of public health 
facilities, went through a mental 
earthquake as they heard a descrip- 
tion by Dr. Harry S. Lichtman and 
Simon Podair of the work of the 
public health committee of the medi- 
cal society of the County of Kings, 
New York City. Dr. Lichtman is 
chairman of the committee. 

Members of the committee include 
general practitioners and many spe- 
cialists, including the authors of the 
report, both employed by the New 
York City Department of Health. 
Lichtman is borough chief of Brook- 
lyn in the bureau of preventable 
diseases, and Podair is coordinator 
of health education for the borough. 
Nonmedical specialists are invited 
to sit with the committee as 
consultants. 

In 1956, the committee threw its 
full resources into a drive for Salk 
vaccine inoculations against polio- 
myelitis in parochial schools and 


child care centers. This program 
broadened into a drive for mass im- 
munization of adults, which entailed 
free services by members of the med- 
ical society, using vaccine contrib- 
uted by tax-supported agencies. 

A second effort of the committee 
has been directed at enlisting the 
efforts of private physicians in im- 
proving public knowledge and atti- 
tudes toward questions of health, 
through private conversations with 
patients. The committee supplies 
physicians with information on de- 
velopments in health matters of pub- 
lic interest and encourages physi- 
cians to supply patients with 
effective answers to quackery, sensa- 
tionalism, superstition, and misin- 
formation. 

One device for encouraging the 
transmission of such information 
has been a series of public forums 
called “Twelve Wednesdays for Your 
Health.” Although only 400 are 
seated in the lecture hall where the 
issues are discussed, the program is 
publicized to 15,000 members of the 
institute, and the proceedings are re- 
ported in the New York press. 

Voluntary associations collaborate 
in these forums, to the extent they 
are directly concerned. They put 
up exhibits, supply literature, and 
offer information on the spot. 

Some of the lectures given at these 
meetings have been published in the 
New York State Journal of Medicine, 
although they were prepared origi- 
nally for information to a lay audi- 
ence, 

The success with the forums led 
to a radio program for a local audi- 
ence, which has since been trans- 
cribed and broadcast by the Voice of 
America. The series of radio inter- 
views has been taped and rebroad- 
cast by the station, WEVD. 

Because of controversies on public 
health procedures, initiated by cult- 
ists, the committee arranged with 
newspaper publishers to prepare an- 
swers to attacks on fluoridation, 
poliomyelitis immunization, and 
other public health programs. It has 
also prepared a weekly health col- 
umn for publication in the Brooklyn 
press. 

A speakers’ bureau was organ- 
ized by the committee in response to 
a great demand for qualified speak- 
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ers from parent-teacher associations, 
churches, centers for the aged, set- 
tlement houses, and other institu- 


tions. A panel was organized by the 
committee from members of the 
medical society. Names are for- 


warded when requests are made by 
either community organizations or 
the health department. The 
ices of the speaker are reported in 
the bulletin of the medical society. 

A subcommittee on mental health 
organized. One of its 
prime objectives is to improve the 
psychiatric training of the non- 
psychiatric physician. In coopera- 
tion with the Kings County chapter 
of the American Academy of Gen- 
eral Practice, 


serv- 


has been 


seminars are 
ducted under direction of one psy- 
chiatrist, with six to eight participat- 
ing physicians. The method 
well received that several 
hospitals are experimenting with it 
for postgraduate training. In De- 
cember 1959 the U.S. Public Health 
Service gave the subcommittee on 
mental health a grant of $51,840 for 
3 years, for the education of the 
nonpsychiatrie physician. 


con- 


has 


been so 


Periodic physical examinations of 
physicians were organized by the 
committee, utilizing facilities of four 
health Brooklyn. 
More than 200 physicians have been 
examined. 

A recommendation of the commit- 


civic centers in 


tee, urging footprints of infants and 
fingerprints of mothers for purposes 
of identification, has become a re- 
quirement of the New York City 
Health Code. 

A directory of medical and social 
services which physicians may use 
in counseling patients is the latest 
project of the committee. 

The committee has also prepared 
and released more than 12 reports 
on issues of public health signifi- 
cance, such as employment of hos- 
pital epidemiologists. 


Land Competition 


Becomes Planned 


The ancient competition for land, 
once a simple preoccupation of mili- 
tant farmers, hunters, trappers, cat- 
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tlemen, sheepherders, miners, mer- 
chants, and robber’ barons, has 
become refined. As described by B. 
Budd Chavooshian, chief of the New 
Jersey State Planning Bureau, the 
hurlyburly of the battlefield has set- 
tled down to a spell of fretting at 
murmuring at 
activity at 


the drawing board, 
conference tables, and 
the polls. 

Land for each individual, 
neighborhood, and business have be- 
and interrelated 
that internal conflicts, according to 
Chavooshian, have virtually imposed 
entire for 
planned land use which frequently 


uses 


come so complex 


upon regions demands 
become issues for political action. 

Planning for land use, as he de- 
scribes it, consists of preparing re- 
ports, maps, and charts describing 
present and prospective uses of land 
in relation to needs;. designing ef- 
fective means for moving freight and 
passengers; and assuring space for 
recreation, educational facilities, and 
public utilities. 

Private interests in land use are 
classified by planners into residen- 
tial, commercial, and_ industrial 
users, each with special requirements 
He rec- 
ommended also that land-use plans 
pay regard also to the conversion of 


as to location and facilities. 


land for agriculture, in view of the 
fact that builders of roads, housing, 
industrial plants, and other urban 
facilities are gobbling up 3,000 addi- 
tional acres of open land every day. 

Instruments of executing land 
plans mentioned by Chavooshian, 
apart from such traditional means 
as credit, include zoning and build- 
ing regulations, ordinances regulat- 
ing Subdivisions, and urban renewal 
programs supported by Federal 
funds. 

As examples of communities which 
have serious planning programs un- 
Chavooshian briefly men- 
Toronto, Canada, Dade 
County (Miami), Detroit, and the 
Twin Cities of Minnesota, Minne- 
apolis and St. Paul. 

The State Planning Bureau in New 
Jersey, he said, is one of the few 
agencies to set up planning services 
for a long list of communities. Mas- 


derway, 
tioned 








ter plans for 60 of 120 communities 
services have been 
completed with regard to needs of 
adjacent areas, and plans for 15 
others were nearly completed last 
fall. Over 40 additional municipal- 
ities have applied for similar plan- 
This program is 


receiving these 


ning assistance. 
undertaken under the provisions of 
section 701 of the Federal Housing 
Act of 1954, as amended. The agency 
also has an urban renewal survey 
underway in 278 municipalities com- 
prising 9 counties in the northeastern 
portion of the State. This survey 
is financed in part by the Federal 
Government under the provisions of 
section 314 of the Housing Act of 
1954. 

In meeting the problem of land 
development, the bureau has also 
initiated a broad base State planning 
program, including capital improve- 
ments programing. 


The Doctor’s Dilemma: 
Panic or Prevention 


As one more piece of historical 
evidence, the case of the fresh floun- 
der tainted with sodium nitrite was 
reported by Dr. Morris A. Shiffman, 
Dr. Milton Werrin, and Dr. Sylvan 
Fish, of the Philadelphia Depart- 
ment of Health, to illustrate the 
delicate task of a health department 
in protecting the public without 
wreaking havoc. The authors are 
chiefs, respectively, of milk and food, 
veterinary public health, and com- 


municable disease sections of the 
department. 

The flounder outbreak © struck 
shortly before Good Friday last year. 
With one child dead from sodium 
nitrite poisoning, the department 


took emergency measures to detect 
the source, alert the public, and re- 
eall shipments which might have 
affected as many as 4,000 persons. 
The preventive action was on the 
At the same time, 
hundreds sought aid un- 
necessarily; unknown quantities of 
harmless fish were discarded; and 
sales of seafood in Philadelphia, 
dropping immediately to 10 percent 


whole successful. 
medical 
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of normal, did not recover completely 
for several months. 

Within 20 hours after receiving 
the first word that a family had suf- 
fered food poisoning, originally 
thought to be botulism, the Philadel- 
phia Health Department, the New 
Jersey State Health Department, the 
New Jersey State Police, and the 
Food and Drug Administration had 
determined that an unknown quan- 
tity of flounder containing sodium 
nitrite had been distributed in the 
area, The time was shortly before 
the dinner hour, barely enough to 
meet the 5 o’clock deadline of the 
evening papers. 

Under the circumstances, say the 
authors of the report, there was no 
time for preparing ‘a carefully 
worded press release.” Newspapers 
and radio stations were notified 
orally by the press officer of the de- 
partment. That night, one headline 
read, POISON FISH FLOODS 
AREA. TV and radio programs 
were interrupted to issue warnings 
which were repeated at 15-minute 
intervals. Later, these media an- 
nounced antidotes, recommended by 
the Philadelphia Health Department 
for those who experienced symptoms 
of poisoning following a meal of 
flounder. 

Meanwhile, the source of con- 
taminated flounder had been identi- 
fied. Police on foot and in radio 
cars carried warnings to all possible 
distributors. In suburban and rural 
areas, police broadcast ‘warnings by 
loudspeaker. They also put out an 
announcement on a 14-State teletype 
network, reaching well outside the 
market area, to the distress of ad- 
jacent distributors of seafood. 

The public response may be judged 
by the fact that the municipal 
switchboard handled 20,000 calls on 
the night of the alert. Additional 
thousands of calls were directed to 
hospitals and physicians. At the 
health department office, these calls 
were answered by reading of a pre- 
pared statement by operators who 
stayed on duty far beyond the nor- 
mal working period. 

Reflecting on these events, the au- 
thors are uncertain that the an- 
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nouncement could have been issued 
with a greater degree of discretion. 
The nature of the news itself, they 
feel, more or less determined its 
treatment and the public response. 

Although Philadelphia Health De- 
partment officials are in 24-hour con- 
tact with the municipal radio 
dispatcher for emergency calls, and 
although the department has a poi- 
son control center operating 24 hours 
a day, the officials feel it might be 
desirable to have a 24-hour emer- 
gency service in the department, 
with one trained person on hand at 
all times to issue information and 
direct emergency actions. 


State Consultation Raises 
Hospital Standards 


A hospital consultation program 
in a State health department can 
provide many varied services to hos- 
pitals and help assure the best pos- 
sible quality of patient care, accord- 
ing to Dr. Goldie B. Corneliuson, 
director of the maternal and child 
health division, and Dr. Fanny H. 
Kenyon, chief of the hospital con- 
sultation and _ licensing section, 
Michigan Department of Health. 

Such a program, they pointed out, 
requires teamwork of the highest 
order, and mature personnel who 
will learn as well as teach. Con- 
sultation services are usually given 
by a relatively small team assigned 
full time to the hospital program, 
supplemented, as needed, by special- 
ists such as epidemiologists, pediatri- 
cians, and obstetricians, laboratory 
scientists, dietitians, ventilation and 
radiological engineers, and statisti- 
cians, whose responsibilities include 
but are not limited to service to 
hospitals. 

The Michigan consultation team is 
directed by a physician, and in- 
cludes four nursing consultants, 
two part-time sanitary engineers, 
and two clerks. Corneliuson and 
Kenyon stressed the importance of 
medical direction of the program, 
pointing out that a physician-direc- 
tor, preferably one with experience 
in private practice as well as public 


health, has both understanding of 
patient care and hospital problems 
and status with hospital administra- 
tors and staff. All the Michigan 
nursing consultants have had _ hos- 
pital supervisory experience and 
each has a master’s degree in a dif- 
ferent nursing specialty. 

Michigan gives consultation to 
more than 260 hospitals and also to 
State mental hospitals and tubercu- 
losis sanitoriums. Consultation is 
provided on such diverse matters as 
layouts of nurseries, maternity de- 
partments and kitchens, problems of 
central supply ventilation, help in 
developing obstetrical policies, edu- 
cational programs, record forms, 
and the establishment of procedures 
and routines for brand new 
hospitals. 

Aid is given also in emergencies. 
In cases of infection tn a hospital, 
the department’s epidemiologist 
heads the study team and has top 
priority on services of nursing con- 
sultants and = sanitary engineers. 
When the infection is in a newborn 
nursery, the nursing consultant dons 
her uniform and often spends sev- 
eral days observing techniques on 
all shifts. 

Licensing Responsibilities 

In 1951, the responsibility for li- 
censing hospitals with maternity 
departments was transferred to the 
Michigan Health Department from 
the Department of Welfare. The 
consultation staff was somewhat 
fearful, according to Corneliuson 
and Kenyon, that the new licensing 
operation might interfere with the 
excellent relationships it had estab- 
lished with hospitals. Instead, the 
licensing function has seemed to 
strengthen the consultation program 
and the department’s years of ex- 
perience with consultation have 
helped to play down the “policing 
too often inherent in 


: 


from above’ 
licensing programs, they reported. 
With the assistance of hospital 
administrators, physicians, and 
nurses, the State developed higher 
hospital standards than it had orig- 
inally thought feasible, Corneliuson 
and Kenyon stated. Only hospitals 
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approved and certified by the State 
health commissioner are eligible to 
receive payment for the care of pub- 
lic assistance recipients from Fed- 
eral, State, and local funds. 
Hospitals were given a reasonable 
time to comply with the regulations, 
with the health department provid- 
ing advice and consultation on meth- 
meeting the requirements 
economically, and prac- 


ods of 
efficiently, 
tically. 
Michigan’s “Rules and Minimum 
Standards for Hospitals’ now in- 


clude 180 individual regulations, 
divided into three categories: those 
requiring immediate compliance, 


those requiring planned compliance, 
and a third group of undesignated 
rules which are to be placed in the 
immediate and planned categories 
at dates considered reasonable for 
the majority of hospitals. 

In 1951, the first year of licensing, 
hospitals had only four so-called im- 
mediate compliance rules to meet in 
order to qualify for full licenses, yet 
only 56 percent were able to qualify. 
By 1959, with the immediate com- 
pliance list including 124 of the 180 
rules, 90 percent of Michigan’s hos- 
pitals qualified for full licenses. 

The Michigan experience, Cor- 
neliuson and Kenyon said, has taught 
the State health department that: 

Leaders among hospital adminis- 
trators, practicing physicians, and 
nurses are eager to work with a gov- 
ernmental agency in development of 
which will be adminis- 
Having shared 

they become 


standards 
tered by the agency. 
in setting standards, 
the best interpreters of them. 

It is more satisfying to the hos- 
pital the health department 
a hospital improves its prac- 


and 
when 
tices or facilities as a result of good 
rather 
than because of big stick action. 


consultation or education 


Community Mental Health 
Management Reviewed 


To 
mental health in a community, pro- 


generate understanding of 


fessional personnel may well have 
a long, hard road to follow, Dr. 
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Arthur J. Bindman and Dr. Lewis B. 
Klebanoff of the Massachusetts De- 
partment of Mental Health said, re- 
porting on administrative problems 
inherent in establishing a community 
mental health program. 
Although mental health is 
sidered a virtuous and worthy cause, 
many varied attitudes are encoun- 
tered. These attitudes must be 
understood and evaluated before pro- 
fessional personnel can work effec- 
tively for mental health in any lo- 
cale, the authors stated. Goals cited 
for community leaders were the 
ability to see beyond individual in- 
terest in demands for service and 
to accept the limitations set by staff 
and budgetary boundaries. 
Massachusetts was a pioneer, ac- 
cording to the authors, in establish- 
ing a mental health program based 
on local-State sponsorship of per- 


con- 


manent mental health centers. This 
approach replaced traveling child 


guidance and school clinics, operat- 
ing part-time on the local scene. 

Community understanding, they 
said, may be encouraged by planned 
efforts in general mental health edu- 
cation, knowledge of the variety of 
services offered by a community men- 
tal health center, and promotion of 
support, both and financial. 
The authors urged emphasis on the 
partnership aspects of Jocal and 
State participation and the use of 
the indirect approach in community 
organization. 

A community mental health cen- 
ter, the authors suggested, can bene- 
fit from a clear pattern of com- 
munication and coordination between 
local and State departments; com- 
munity acceptance through repre- 
sentation on advisory groups of 
organizations concerned with mental 
health ; adequate financing ; inservice 
training, standards, and salaries; 
and active relationships with schools 
and other caretaking agencies. 


moral 


New Jersey 


The role of the local health de- 
artment in mental health, as ex- 
plored in a 2-day workshop con- 
ducted by State and local agencies in 
New Jersey, was reported by two 


participants, Dr. Jesse B. Aronson, 
director of the division of local 
health services, State Department of 
Health, and Dr. V. Terrell Davis, di- 
rector of the division of mental 
health and hospitals, State Depart- 
ment of Institutions and Agencies. 
The workshop, requested by a 
group of New Jersey health officers, 
opened the door to active local health 


department participation in pro- 
grams of prevention and control. 


The authors said all participants 
stressed the need for wider use of 
available services, either in modified 
or expanded form, in any attack on 
mental illness in the community. 

In general, there has been a tend- 
ency to consider mental illness as 
separate and apart from other dis- 
eases, the authors observed, with the 
following results: Local health de- 
partments have not considered men- 
tal health a primary public respon- 
sibility. Popular understanding of 
mental illness is delayed. Existing 
community facilities are not used as 
effectively as desirable, and in fact 
are duplicated in some instances at 
additional cost to the taxpayer. And 
treatment services are emphasized 
rather than preventive measures. 

The health officer, because of his 
accepted position in the community 
structure, can perform the urgently 
needed function of coordinating in- 
dependent community mental health 
with existing community 
services for the prevention and con- 
trol of other diseases, the authors 


services 


concluded. 


Radiation Safety: 
The Inside Story 


The significance of the ingestion 
of radioactive materials in the light 
of man’s total exposure to ionizing 
radiation was discussed by James G. 
Terrill, Jr., assistant chief, Division 
of Radiological Health, Public 
Health Service. 

Human exposure to the external 
and internal hazards of ionizing radi- 
ation results in somatic and genetic 
damage which may or may not be 
immediately apparent. 
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In order to judge the significance 
of radiation hazards and the control 
measures that are necessary, Terrill 
stressed the importance of the over- 
all identification of sources and 
evaluation of exposures. 

The cumulative effects of ionizing 
radiation are influenced by the half- 
life of the source and the nature of its 
emissions. Terrill indicated that 
other factors are involved including 
the total effects of a combination of 
internal emitters; the tendency of 
certain emitters to concentrate in 
specific tissues, organs, or locations ; 
variability of effects with age; the 
question of linear versus threshold 
dose-effect relationships ; and the un- 
certainty as to the distribution and 
movement of radionuclides through 
the environment, and through the 
human body. 

With the increasing concern over 
the exposure of the general popula- 
tion to ingested radioactive material, 
Terrill noted that the need for radi- 
ation health standards applicable to 
this group is becoming more acute. 
The terminology of “maximum per- 
missible concentrations,” while ap- 
plicable to occupational exposure, 
presents many difficulties in inter- 
pretation of the health significance 
of the levels of a mixture of fallout 
and reactor effluent which will be 
measured by the public health 
agencies. 

Terrill stated that the question of 
standards for the general population 
was considered during the 1959 fall- 
out hearings held before the Joint 
Committee on Atomic Energy—the 
conclusion being that “standards do 
not (and cannot) set a line which 
is ‘safe’ on one side and ‘dangerous’ 
on the other.” In all exposures to 
ionizing radiation, he emphasized, 
there is a calculated risk. 

Another difficulty he mentioned is 
the issue of deciding whether the 
standards should apply to popula- 
tion averages, to peak values for in- 
dividuals as they do in occupational 
exposures, to individual materials, 
or to average diets. 

Such issues, he concluded, explain 
the need for developing data on ef- 
fects of radiation, methods of meas- 
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urement, and total exposure as a 
guide to practical methods of con- 
trol which may contain the risk with 
assurance and yet permit useful and 
beneficial applications of nuclear 
science. 


Women Employees Affect 
Absenteeism Rates 


Industry absentee rates and the 
shifting occupational distribution of 
women were discussed by Evelyn 8. 
Spiro, labor economist with the 
Woman’s Bureau, U.S. Department 
of Labor, in a review of the health 
and safety of working women. 

The number of women workers in 
the Nation, more than 22% million, 
may grow to some 32 million by 1975, 
predicted Spiro. Now they represent 
a third of the total work force, two- 
thirds of the clerical and more than 
half of the service workers, and al- 
most all of the domestics. Although 
the professional and technical group 
has been growing at the most rapid 
rate, its proportion of women has 
declined. She believes that in the 
1960’s durable goods manufacturing 
will employ substantially more work- 
ers and the textile, tobacco, and 
leather industries, fewer. Among 
the women workers’ themselves, 
about a third are clerks. 

Absenteeism data, though still 
fragmentary, in the opinion of Spiro, 
shows that time lost for job injuries 
is generally less for women than for 
men, but that women’s frequency 
of nonoccupational disabilities is 
higher. The most days are lost 
for disability by the lowest income 
group. In a nationwide study of 
sickness absences of 5 consecutive 
weeks in cooperating establishments, 
frequency and duration rates in- 
creased by age for both sexes. The 
frequency rate for women was four- 
fifths higher than for men, with 
differences greatest in the 25- to 55- 
year age bracket. Among women, 
frequency was generally higher in 
manufacturing, in nondurables out- 
put, and among production workers 
rather than salaried. The average 
duration of these prolonged ab- 


sences was 1014 weeks for women, 
about 2 days less than for men. 

Spiro referred to a company study 
in which most sickness absenteeism 
was found to be among a few em- 
ployees who were more discontented 
and prone to nervous and emotional 
disorders than others. Women aver- 
aged twice as many absences as men 
but of half the duration. 

Fewer accidents occur in occupa- 
tions and industries employing many 
women, said Spiro, except for some, 
such as poultry packing and certain 
other types of food processing, and 
in laundries and retail food stores. 
The average injury severity rate in 
1956 and 1957 for apparel workers, 
mostly women, is the lowest in manu- 
facturing. 

In work such as canning and pre- 
serving, Spiro thinks that a high 
frequency of injury may be due 
partly to seasonal, short-term opera- 
tions employing casual or inexperi- 
enced workers for long hours and de- 
ferring of repairs to the end of the 
rush season. 

Attendants and food service work- 
ers were among those having the 
poorest safety records among hospi- 
tal employees, who seem occupa- 
tionally disposed to trunk injuries. 
Tuberculosis, viral infections, and 
skin disorders were the most common 
occupational diseases among hospital 
workers. 


Men Report Less Iliness 


Die Earlier than Women 


That men run greater risk of life- 
endangering illness than women is 
suggested in a study reported by Dr. 
Lawrence E. Hinkle, Jr., associate 
professor of clinical medicine, Cor- 
nell University Medical College, New 
York City. Women may appear to 
have more illness, he said, because 
they report more minor illness than 
men do. 

The study, in which Ruth Red- 
mont, Norman Plummer, and Har- 
old G. Wolff collaborated, was 
a project of the New York Hospital- 
Cornell Medical Center, covering dis- 
abling illness among 116 men and 
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96 women, New York Telephone Com- 
pany employees, comparable in en- 
vironment and other pertinent as- 
pects, retrospectively for 20 years, 
and progressively for 5. 

For both groups, the most frequent 
episodes concerned the respiratory 
and gastrointestinal tracts, muscular 
Men 
than women of 


system, skin, eyes, and teeth. 
had a higher rate 
such illnesses as pneumococcal pneu- 
monia, pulmonary tuberculosis, and 
heart disease, bringing their death 


risk rate to a ratio of 4 to 3 for 
women. 

More frequent illness episodes for 
women than for men may stem from 
culturally determined differences in 
attitude toward acceptable disabil- 
ity for the man and the woman, 
said Hinkle, conjecturing that, rather 
than being ‘‘unhealthy,’’ women were 
more easily incapacitated but har- 
Further studies should “re- 
the apparent paradox that 
mortality is inversely proportional 
to morbidity,” he concluded. 


dier. 
solve 


The Viral Diseases .. . 


Live Polio Vaccine 
Spreads Lightly 


An experiment to test the com- 
munication of live poliomyelitis vac- 
cine, undertaken in Louisiana 


communities in June 1959, was the 


two 


subject of a preliminary report by 
Dr. Henry Gelfand, virologist, Pub- 
lic Health Service; Louis Potash, 
virologist, Merck, Sharp and 
Dohme; and Dr. John P. Fox, pro- 
fessor of epidemiology, Dorothy R. 
LeBlane, and Dorothy I. Clemmer, 
instructors in epidemiology, Tulane 
University Medical School. 

A surprising finding was that, un- 
der apparently ideal conditions, the 
virus spread from vaccinated chil- 
dren to unvaccinated children only to 
a limited degree. Instead of “an 
explosion of transmission,” the virus 
was isolated from only 58 percent 
of contact families, from 39 percent 
of susceptible contact children, and 
from 19 percent of immune contact 
children. 

Moreover, many of the 
excreted virus for so brief a period 
that they could hardiy have served 
as effective sources for its spread, 
Gelfand said. He added that such 
infections may have failed to stimu- 
or local intes- 


contacts 


late either antibody 
tinal resistance. 

At the same time, 
the children fed live 
excreted homologous 


90 percent of 
vaccine orally 
Virus, indica- 
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ting the achievement of some im- 
munity. Vaccine strains of all three 


types were provided by Dr. Albert 
Sabin from pools that had fulfilled 
his criteria for purity and attenu- 
ation. Because of the specific status 
of immunity in the 
studied, only type 3 was used. 

No illness was observed to result 


communities 


from any of the infections. 

In his the 
Gelfand observed that if these find- 
ings are confirmed by future eyperi- 
“concern with en- 


discussion of results, 


ence, possible 


hancement of the pathogenicity of 
the 


passage may be minimized.” 


human 
At the 
same time, he saw little hope of con- 


vaccine virus during 


ferring immunity to an entire popu- 
lation by the seeding of only a part. 

The failure of the vaccine strain 
to infect a larger proportion of the 
contact children he attributed in part 
to relatively low infectiousness of 
the vaccine strain, as compared with 
“wild” viruses, and in lesser degree 


to viral interference. 


Polyvalent Vaccine 
Standards Stiff 


A vaccine containing all known 
agents associated with acute minor 
respiratory diseases is neither prac- 
tical 
clared Dr. John H. Dingle, professor 


nor scientific at present, de- 


of preventive medicine, Western Re- 


serve University School of Medicine, 
Cleveland, Ohio. 

He listed the following criteria to 
be met before any virus is incorpo- 
rated into such a polyvalent vaccine 
used to immunize widely: 

1. A clear demonstration that the 
virus causes the disease in question. 

2. The followed by 
immunity. 

3. The virus can be grown in suffi- 
cient quantity to prepare a vaccine 
that effectively stimulates antibody. 

4. A positive correlation exists be- 


disease is 


tween the presence of antibodies and 
resistance to infection. 

5. Incidence of illness caused by 
the virus is great enough to war- 
rant immunization on a broad scale. 

Only the adenoviruses producing 
acute respiratory disease in military 
populations meet these criteria at 
present, he stated. 

The acute minor respiratory in- 
fections with unknown 
the bulk numerically of 
respiratory illnesses, Dingle said. 

Of the 70 new viruses discovered 
in man in the past decade, nearly 
half were in the respiratory tract. 
have identified as the 
cause of respiratory illnesses, some 
are associated with respiratory ill- 
nesses and also are present in ap- 
healthy 
appear to persist 


causes C¢on- 


stitute 


Some been 


parently persons, some 


as latent agents 
in sites such as the tonsils and ade- 
noids and play a minor role as pro- 
voking agents of disease, and others, 
seemingly unrelated to illnesses, 
have been termed ‘viruses in search 
of a disease.” 

At present, 18 
viruses have been isolated and more 
The 
acute respiratory disease in military 
principally by 
types 4, 7, and 14, and, to a lesser 
extent, by type 8. Aside from the 
outbreaks in summer camps and 
children’s institutions characterized 
by pharyngitis, demonstrated to be 


types of adeno- 


probably - exist. syndrome of 


recruits is caused 


caused by type 38, the importance of 
adenoviruses in causing disease in 
the civilian population is still un- 
certain, according to Dingle. 

He new viruses, 
the the 


described three 
parainfluenza viruses, in 
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myxovirus group. Parainfluenza 1 
virus was isolated in Sendai, Japan, 
from newborn infants suffering from 
viral pneumonitis; parainfluenza 2, 
from patients diagnosed as having 
croup. 

Almost all adults have antibodies 
to parainfluenza 8, formerly known 
as hemadsorption virus type 1, but 
whether this virus produces clinical 
or subclinical infection has not been 
determined with certainty. 

Among other viruses isolated are 
the chimpanzee coryza agent (CCA), 
found in certain cases of pneumo- 
nitis in infants and children, and 
the closely related 2060 and JH vi- 
ruses, which are associated with mild 
respiratory illnesses. 

Dingle concluded that knowledge 
of the causes of acute minor respira- 
tory diseases is expanding and some 
semblance of order is emerging, al- 
though all the agents isolated ae- 
count for only a relatively small 
proportion of the acute minor respir- 
atory infections. He was confident 
that an important breakthrough has 
been made, and that the cause of 
the common cold, which occurs most 
frequently of all respiratory infeec- 
tions, will be found. 


Mild Ills Offer 
Virus Clues 


A mild febrile illness among fam- 
ilies at the Great Lakes Naval 
Training Center in the summer of 
1958 was investigated by Dr. Alfred 
I). Heggie, Dr. Irwin Schultz, Dr. 
Richard Gutekunst, Max Rosen- 
baum, and Dr. Lloyd F. Miller, at- 
tached to Naval Medical Research 
Unit No. 4. 

Roughly a third of the families 
were affected by illness character- 
ized by an upper respiratory infec- 
tion and with associated gastroin- 
testinal disturbances, enduring about 
5» days, on the average. Fever and 
sore throat were the most frequent 
complaints. About a third of the 
patients reported headache and diar- 
rhea. In a fifth of the patients, 
chest pains of a pleuritic nature 
were experienced. 

The team found a “highly signifi- 


Vol. 75, No. 3, March 1960 


cant association of the occurrence 
of illness with the isolation of virus 
from throat and rectal swabs” and 
attributed the outbreak to infection 
with Coxsackie B2 virus. 

Viral isolation was about the same 
in all children under 12 years of age 
in the community, but there was 
significantly less illness in those of 
the group above age 6. Both illness 
and isolation rates were relatively 
low among adults. The team sug- 
gested that previous experience with 
the virus in the older children and 
adults may have modified response 
to the virus. 

Although none of the more serious 
illnesses associated with Coxsackie 
viruses were found, the team sug- 
gested that studies of outbreaks of 
nonspecific febrile illnesses may aid 
understanding of the communication 
of Coxsackie infections and their 


control. 


Bird Fever Distribution 
Thwarts Epidemiology 

The virus which produces _psit- 
tacosis is so widely distributed and 
so infrequently destructive to a hu- 
man host that it presents special 
difficulties for the epidemiologist, 
some of which were described by Dr. 
Rex E. Graber, district health officer 
in Wisconsin. 

Following a 4-year study of em- 
ployees in a turkey processing plant, 
he found that “a practical means of 
preventing infected birds from 
reaching the processing line is not 
apparent.” Infections in birds, as 
well as in humans, are usually sub- 
clinical, he added, and there is no 
practical diagnostic method for 
screening carriers. “Serological 
study and virus isolation, at their 
best, are slow, tedious, expensive, 
not easily available, and not suf- 
ficiently sensitive,” he said. 

At the same time, he recalled that 
Texas studies failed to yield evi- 
dence that there was a health hazard 
from cooking or consuming turkeys 
which came from farms known to 
have harbored infective strains of 
high virulence and toxicity. That 
assurance was issued in 1954. Con- 


sequently, he felt that there was 
little hazard to consumers of turkeys 
from territories such as Wisconsin 
and Minnesota where the virulence 
of the strain is mild. 

“Until control of the disease in 
the birds due to all strains is 
achieved,” he said, “the first line of 
defense against the human hazard, 
in present day practice, must depend 
upon prompt recognition and treat- 
ment after the disease has been 
transmitted.” 

Usually, in Wisconsin, he said, 
physicians administer antibiotics 
early to patients acutely ill with 
symptoms and signs of respiratory 
infections. Such medication is 
effective against only a few of the 
primary causes of such symptoms, 
he added, but the physician also 
hopes by such treatment to prevent 
secondary infection. Tetracycline 
preparations have been found to be 
effective against the virus, but they 
also have the effect of preventing 
the production of detectable anti- 
bodies, with the consequent sacrifice 
of the opportunity of diagnosing the 
infectious agent. 

Undoubtedly, he said, many spo- 
radie cases of psittacosis from 
whatever source escape identifica- 
tion, and the number that might be 
associated with poultry is highly 
conjectural. Nevertheless, he be- 
lieves there will remain ample op- 
portunities for investigating this 
disease wherever birds are raised 
and processed in large numbers, un- 
less by unforeseen methods the dis- 
ease becomes controlled. 


Need Way to Screen 
Rabies Immunity 


Demonstrations of effective im- 
munization against rabies still leave 
unanswered the question of identi- 
fying those who do not respond, ac- 
cording to Dr. R. L. Hectorne, 
veterinarian, Kentucky Health De- 
partment, and Dr. F. B. Peck, Jr., 
research associate, Eli Lilly and 
Company. 

Using duck embryo for primary 
immunization, they determined that 
neutralizing antibody developed in a 
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majority of the subjects. tested. 
Following the original 14-dose 
course, they found that only one or 
booster shots seem necessary, 
immunization has been 


two 
once basic 
established. 

However, because of the few who 
fail to respond to immunization 
techniques, the authors refrain 
from offering a blanket recom- 
mendation for primary prophylaxis 
for rabies. Research is needed, they 
said, on a screening method to de- 
immunization has 


termine when 


been achieved. 


Serum Sickness a Factor 

When a patient develops serum 
sickness which is treated by corti- 
costeroids in the course of admin- 
istration of antirabies serum and 
vaccine, immunization may be de- 
feated, in the opinion of Dr. Doro- 
thy T. Magallon, on leave from the 
Kentucky State Health Department. 

She had observed the usual inci- 
dence of serum sickness, about 20 
percent, in 41 patients treated fol- 
lowing bites by suspected rabid ani- 
mals. In a group of 32 patients 


given antihistamines with the serum 
and vaccine, one developed serum 
sickness. Blood studies on these 
patients suggested that antihista- 
mines might be used to offset serum 
sickness without interfering with 
antibody levels. However, antibody 
studies on the patient who de- 
veloped serum sickness and _ re- 
ceived corticosteroids showed a total 
lack of response to vaccine. This 
suggests that patients who develop 
serum sickness may be exposed un- 
willingly to the hazards of both 
serum and vaccine without acquir- 
ing protection rabies, al- 
though further research is needed 


against 


to confirm this premise and to de- 
fine the for 
antiserum in rabies prophylaxis. 


more clearly place 

The best insurance against rabies 
or complications of antirabies ther- 
apy, however, she said, is the dis- 
cerning physician who will weigh 
the risk of treatment against the 
probability of infection, considering 
circumstances of exposure, extent 
and location of the wound, behavior 
of the animal, and prevalence of 
rabies in the community. 


Staphylococcus Control... 


Operating Room Bacteria 
Controlled by Ventilation 


Airborne infection of wounds dur- 
ing surgical operation is an appreci- 
able hazard, declared Dr. Robert 
Blowers, director of the public 
health laboratory, General Hospital, 
Middlesbrough, England. 

Reporting the results of air sam- 
pling during operations and sepsis 
records associated with them, Blow- 
ers Said that when general bacterial 
counts were between 20 to 40 con- 
taminated particles per cubic foot, 
the Staphylococcus aureus sedimen- 
tation rate was about 0.5 particles 
per square foot per minute. In op- 
erating rooms where efforts had been 
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made to reduce airborne contamina- 
tion, general bacterial counts were 
as low as between 1 and 2 particles 
per cubic foot, with the S. aureus 
sedimentation rate roughly 0.005 per 
square foot per minute, thereby re- 
ducing considerably the occurrence 
of sepsis. 

However, Blowers pointed out, be- 
cause it is still unknown whether the 
sepsis that does occur is airborne, 
more observations must be made be- 
fore bacteriological standards of 
safety can be defined. 

Bacteria in the air can be reduced 
effectively only when a good ventila- 
tion plant is combined with operat- 
ing room discipline, he said. 

Blowers suggested that the sur- 
geon insist that no unsterilized blan- 


kets are brought into the operating 
room, that no street clothes or ordi- 
nary hospital uniforms be worn 
under gowns, and that no one enter 


or leave the room during an 
operation. 
In the Middlesbrough public 


health laboratory, ventilation meth- 
ods are being tested in a full-sized 
dummy operating room. Inflow of 
contaminated air has been prevented 
through the use of ports with 
weighted flap valves. When a door 
is opened and pressure in the room 
drops, these valves close and make 
the entire air supply available to 
give a strong outward draft through 
the door. 

Blowers found that organisms in- 
side the uniformly contaminated 
dummy room, where contamination 
arises below the table, are removed 
more rapidly by the downward dis- 
placement or “piston” method of 
ventilation than by other methods. 
This is effected by introducing clean 
air at the top of the room so that 
there is a minimum of mixing with 
the contaminated air which is re- 
moved by downward displacement. 
Also, fewer organisms are deposited 
on an exposed culture plate which 
represents the wound. 

For an operating room, the best 
method of ventilation depends on 
exactly where organisms are dis- 
charged into the air. It is known, 
Blowers said, that few S. aureus are 
shed from the respiratory tract of 
nose and throat carriers and that 
many are shed from the skin and 
clothing of general skin and perineal 
sarriers. What remains to be dis- 
covered, he suggested, is whether 
surgeons and nurses shed their S. 
aureus above or below the waist dur- 
ing their activities in the operating 
room. 


Air Samples Measure 
Staph Contamination 


The need for quantitative as well 
as qualitative analysis in studying 
the relation of the environment to 
hospital-acquired staphylococeal dis- 
ease was stressed by Lawrence B. 


Public Health Reports 





ws 








ASEPTIC NURSING TECHNIQUES 





Hall, chief of the Equipment De- 
velopment Section, Communicable 
Disease Center, and Herbert M. 
Decker, chief of the Protection 
Branch, Ft. Detrick. 

Many improvements have been 
made in sampling techniques, par- 
ticularly in air sampling. The tech- 
niques should be used wherever pos- 
sible, they said, in order to learn the 
extent of contamination. 

Hospitals are usually concerned 
With the contamination of fomites. 
Although it is possible to estimate 
the quantity of contamination of a 
fomite, as well as its character, Hall 
and Decker cautioned that the quan- 
titation is only relative, and the limi- 
tations of the procedures must be 
kept in mind. 

The contamination of fomites is 
roughly similar to that of air and 
the degree of activity in the vicinity 
since the organisms on the fomites 
are readily resuspended in the air. 
To measure this route of transmis- 
sion as Well as droplet nuclei and 
similar particles moving directly 
from the host into the atmosphere, 
the contamination of the air can be 
sampled by a number of devices, 
some with only qualitative, some 
with quantitative characteristics. 

Impaction-type samplers, although 
limited to the collection of bacteria, 
the authors said, are best suited to 
the demands of hospital use. For 
both bacteria and viruses, a liquid 
impinger can be used. 

Hall and Decker described the 
various types of impaction-type 
samplers available, their operating 
characteristics, and their limitations. 

They pointed out that the liquid 
impingers, the sieve, and the Ander- 
sen samplers provide both qualita- 
tive and quantitative information 
concerning airborne organisms. The 
slit-type sampler, because of its me- 
chanical simplicity, its lack of ma- 
nipulation of the sample after col- 
lection, and its time-concentration 
relationship, is particularly suitable 
for hospital use when the air being 
examined is essentially static. Par- 
ticular advantage, they said, should 
be taken of the time-concentration 
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relationship since this information 
can be of invaluable assistance in 
pinpointing a route of transmission 
and contributing to the epidemiology 
of the disease under study. 


Nursing Research 
Takes Bearings 


For the nursing profession to par- 
ticipate in scientific investigation of 
the effectiveness of its practice, de- 
clared Margaret Thomas, nursing 
consultant, Epidemiological Branch, 
Communicable Disease Center, it 
must clearly delineate this practice 
and join with the medical profession 
and related fields in setting up suit- 
able methods of study. 

Because nurses’ inquiries about 
aseptic techniques made apparent the 
need for more specific recommended 
procedures in the control of staphylo- 
coceal infections, a status survey was 
made of the practices used in the 
obstetric departments of 18 medical 
centers. 

The objectives of the survey were 
to determine what aseptic proce- 
dures were being used and whether 
they were used consistently, whether 
there was a relationship between 
the diligence with which the nurse 
carried them out and the incidence 
of known infections in the hospital, 
whether any studies had been done 
in the institutions for determining 
procedures to be used or their effec- 
tiveness, and how well currently rec- 
ommended standards were being met. 

Although a critical analysis of the 
results of the survey has not been 
completed, Thomas cited some of the 
general impressions of the investi- 
gators. 

e Nurses seemed eager for con- 
sultation and for someone to listen 
to their ideas. They were zealously 
striving to enforce what they be- 
lieved to be protective procedures. 

e All infections committees of the 
institutions had nursing representa- 
tives who were not only involved in 
establishing control measures, but in 
some instances were actively engaged 
in maintaining reporting systems. 

e Hospital administrators  ap- 


peared anxious to protect their pa- 
tients. The recognition of the im- 
portance of space and equipment in 
prevention and control of infections 
was evidenced by new construction 
and remodeling. 

e On the negative side, the in- 
vestigators found that the surveil- 
lance programs were not sufficiently 
organized to permit study of the re- 
lationship between incidence of in- 
fection and the adequacy of aseptic 
practices. 

e The lack of knowledge of scien- 
tific principles was obvious. There 
were few instances of original scien- 
tific study as a basis for establishing 
aseptic practices. Most of the exist- 
ing studies were in housekeeping de- 
partments and were mainly con- 
cerned with blankets and detergent 
sanitizers. 

e There was an apparent lack of 
concern about time-temperature re- 
lationship in heat sterilization and 
time-dilution relationship in chemi- 
eal sterilization. 

e Many inconsistencies existed 
among the hospitals and even among 
the services of a given hospital. 
Examples of inconsistency were 
found in the length of time required 
to re-autoclave sterile equipment, 
different hand-scrub techniques for 
surgery and delivery rooms, and var- 
iance in the use of caps, gowns, 
and masks between surgery and ob- 
stetrics, also among types of per- 
sonnel. 

Nurses have assumed responsibil- 
ity for investigating standard nurs- 
ing procedures. However, Thomas 
said, they feel that this responsi- 
bility is not incumbent on them for 
procedures prescribed by the phy- 
sician. The nurse has a professional 
responsibility for her personal hy- 
giene. She should know how to 
protect her clothing from her pa- 
tients and her patients from her 
clothing. She should determine a 
safe method for keeping her hands 
clean and whether the use of a mask 
would be a safety device for her or 
the patient. Unquestionably, the 
nurse develops the procedure for 
bathing adult patients, yet for the 
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infant’s skin she waits 
con- 


care of an 
for 
tinued. 

Therein, Thomas pointed out, lies 
the problem of not having specific 


medical prescription, she 


answers to seemingly small details. 
The medical profession has not in- 
nursing pro- 


vestigated prescribed 


cedures extensively because its time 


and interest are logically focused on 
the more scientific clinical factors 
of patient care. 

Thomas believes that a committee 
representing various disciplines con- 
cerned with hospital patient care and 
will “com- 

such 


management provide a 


mon sense” approach toward 


issues. 


The Chronic Diseases .. . 


Industry Know-How 
For Public Health 


For combating chronic diseases, 
Dr. A. L. Chapman, Assistant Sur- 
of the Public Health 
Service, urged public health workers 
to employ methods that have proved 
their value in the commercial world, 
such as motivational research, prod- 
uct development and marketing, mass 
production, and automation. 
Chronic diseases, he said, are an 


geon General 


economic drag, contributing as they 
do to the dwindling number of pro- 
ducers in relation to the number of 
consumers in the United States. Ac- 
cording to the National Health Sur- 
vey, approximately 17 million per- 
sons are limited in their activities 
by a chronic condition and 1.1 mil- 
lion are confined to hospitals. 

Long-lasting diseases, resistant to 
therapy or cure, absorb expensive 
quantities of goods and services for 
treatment, with no eco- 
nomic return. 

Awareness of the economic drain 


he stated, 


of chronic diseases is apparent in the 
growth of dollar appropriations to 
the National Institutes of Health 
and other organizations, 
Chapman said, although support for 


research 


the application of research findings 
has been uninspired. Spending mil- 
lions for research and pennies for 
application is like buying bread and 
not eating it, he commented. 
Chapman advocated that the ac- 
counting practice of balancing prod- 
uct with marketing, 
sales, and distribution be adopted in 
public health. He asked, Why do 


development 
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with rheumatic fever fail 
to get penicillin prophylaxis? Why 
are half the people in the United 
States with diabetes unaware of it? 
Where is the weak link in health’s 
production line? 

A conviction 


children 


that 
changing attitudes is one of the big 
handicaps of public health workers 
is responsible for the current rash 


ineptness in 


of motivational research in the field. 

He recommended also that auto- 
mation and mass production will 
help handle the 
growing analytical load of periodic 


laboratories to 
screening examina- 
How the 
laboratory handle a 10-fold increase 
in the present number of tests being 

There are 
the cytoana- 
autoanalyzer—that 


physical and 


tions. else can average 


performed, he asked. 
signs—the clinitron, 
lyzer, the 
changes along these lines are in the 
making. 

The laboratory director of the fu- 
ture, he predicted, will have to be 
teacher, trainer, researcher, and ad- 
He 
will also have to obtain and commit 


and 


ministrator as well as analyst. 


a great deal more money to research 
projects and promote greater inter- 
the 
portance of what his laboratory is 


est in bread-and-butter im- 


doing. 
Glaucoma Day Furthers 


Community Services 


The 
Days in Santa Barbara, Calif., has 


outcome of two Glaucoma 
been high casefinding rates and an 


awareness among ophthalmologists 


of community needs for preventive 
services, reported Dr. Helen Hart, 
health officer of Santa Barbara. 
On G-Day in 1956, 680 persons 
were screened, 192 referred for fol- 
lowup, and 47 found to have glau- 
coma. On G-Day in 1958, 680 were 
sereened, 97 referred for followup, 


and 11 found to have glaucoma. 
The of the 1956 group 


median age 
was 66.2 years, of the 1958 group, 
61.3 years. 

Participating in the preparation, 
screening, and followup of the 1956 
event were the California committee 
of the National Society for the Pre- 


vention of Blindness, Santa Bar- 
bara’s ophthalmologists and their 


office staffs, Delta Gamma Sorority, 
Santa Barbara Eye Foundation, 
Blue Cross, school and county health 
department nurses, the city health 
department, an optical company, the 
county clinic, and a drug company. 

The sereening at the city recrea- 
tion center included visual acuity, 
fundus and tension examinations, 
and an interview. 

Hart described 
tivities. 


the followup ac- 
with definite or 
glaucoma who did _ not 
have their own ophthalmologists 
were assigned to one according to an 
alphabetical list. They included pa- 
tients who were unable to pay or 
who stated they could pay a reason- 
able fee. Appointments were ar- 
ranged at the county clinic for those 
eligible to receive care there. Oph- 
thalmologists were asked to notify 
the health department of any pa- 
tients in the definite or suspect cate- 


Persons 


suspecteu 


gories who were not seen. Persons 
with other eye conditions were noti- 
fied and advised to seek medical care. 

The community’s ophthalmologists 
initiated and planned the second 
Glaucoma Day in 1958, delegating 
specific tasks to the same groups 
Screening 
and followup activities were similar 


who cooperated in 1956. 


to those carried out in 1956. 

Hart additional 
benefits Day. The 
ophthalmologists recurring 


counted these 
of Glaucoma 

regard 
G-Days as a way to serve the com- 
munity and inform the public about 


eye conditions. Also, they have be- 
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gun another community service: 
vision testing of preschool children. 
The health department, in providing 
counseling, statistical, and followup 
services, gained understanding of its 
functions among the ophthalmolo- 
gists and furthered a chronic disease 
program. 


Cancer Tests Given 
Scotch Verdict 


Experimental carcinogenesis in 
animals was reviewed by Dr. R. E. 
Eckardt, director, medical research 
division, Esso Research and Engi- 
neering Company, Linden, N.J., with 
emphasis on the public health inter- 
est in the inconsistencies, limita- 
tions, and drawbacks of available 
techniques for evaluating food addi- 
tives. Final judgment in many in- 
stances, he indicated, must be the 
Scotch verdict, “not proven.” 

Eckardt stressed that the species 
of animal and type of test should be 
considered in evaluating carcino- 
genic properties of chemicals for 
public health purposes. He cau- 
tioned against oversimplification by 
commenting on the inadequacy of 
fluorescent spectroscopy for deter- 
mining carcinogenicity. Many non- 
carcinogens fluoresce. And fluores- 
cence can be quenched in others. In 
the biological field, he illustrated 
inconsistencies of responses to the 
same material by describing iden- 
tical research with various animals, 
comparing the effects on the species. 

Eckardt recounted experiments on 
subcutaneous tissues which indi- 
cated that the physical state of a 
plastic material might determine its 
carcinogenicity. Observing that 
subcutaneous injections of sugar and 
cholesterol produce sarcomas in rats 
and mice, he concluded that subecu- 
taneous tissues are inappropriate 
test sites for evaluating the safety 
of food additives. 

Polyaromatic hydrocarbons pro- 
duce tumors on the skin and cancer 
in the forestomach of mice, Eckardt 
said, but the forestomach of the 
mouse is lined with squamous epi- 
thelium, not glandular epithelium as 
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inthe human. He noted that amino- 
azo compounds fed to rats result in 
liver tumors ; however, there appears 
to be no counterpart to these experi- 
ments in man. Protein and ribo- 
flavin in the diet, he remarked, af- 
ford protection against these tumors ; 
so does 0.003 percent methyl cholan- 
threne, a potent skin carcinogen. 

Differences in susceptibility to spe- 
cifie carcinogens was confirmed by 
the observation that exposure to 
B-naphthylamine, and probably ben- 
zidine, produces bladder tumors in 
dogs and man, but in mice only when 
pellets are surgically implanted into 
the bladder. Eckardt suggested that 
it would be advantageous to develop 
understanding of the metabolic path- 
ways involved with chemicals that 
induce tumors and cancers in various 
species of animals because if similar 
metabolic pathways are not present 
in the human, the likelihood of this 
compound being carcinogenic to man 
is probably quite remote. Recalling 
that 2-acetylaminofluorene, devel- 
oped as an insecticide, produced a 
profusion of tumors at multiple sites 
in a variety of animals, he reaffirmed 
the need for testing. 

In the field of food additives, 
Eckardt declared, experimental car- 
cinogenesis is in its infancy. More 
basic fundamental research is 
needed. There is no one test or bat- 
tery of tests of carcinogenicity which 
are appropriate for determining the 
safety of food additives. He rec- 
ommended evaluating each com- 
pound to determine its chemical na- 
ture, probable concentration in the 
food supply, carcinogenicity, meta- 
bolic pathways in man and animals, 
and importance in our food tech- 
nology. 


Planned Prophylaxis Cuts 
Rheumatic Fever Toll 


Cooperative planning for rheu- 
matic fever prophylaxis in Connect- 
icut since 1955 was described by 
Dr. Nicholas P. R. Spinelli, chair- 
man of the Rheumatic Fever Com- 
mittee, Connecticut Heart Associa- 
tion, Horace A. Brown, executive 
director, and Nicholas J. Lavnike- 


vich, program director, of the asso- 
ciation. 

An investigation and planning 
committee formed by the association 
advised intensive, statewide profes- 
sional education on prophylaxis, as 
a foundation for the program. 
Through cooperation of the State’s 
pharmaceutical associations, nego- 
tiation, and competitive’ bidding, 
“prohibitive” penicillin prices were 
Indigent patients received 
Physicians applied 


lowered. 
penicillin free. 
to the association for medication for 
each patient. The application form 
states the criteria used by the physi- 
cian for diagnosis of acute rheumatic 
fever. Four prescriptions with 
coded stubs, a year’s penicillin doses, 
were issued to each approved appli- 
cation. Weekly coded stubs were 
returned by wholesalers to the asso- 
ciation for records on patients’ pro- 
phylaxis maintenance. When _ the 
fourth prescription stub re- 
turned, a reapplication form was sent 
automatically with queries on the 
patients’ progress, cooperation, and 


was 


other infection and _ recurrence 
information. 

Each recurrence is investigated by 
the committee’s area physician. 


Bona fide recurrences have been low. 
Patient delinquency has also been 
cut significantly by dropping those 
not using prescriptions for more than 
a year. 

They attributed a 20-fold rise in 
the number of streptococeal cultures 
projected for 1959 over 1954 to edu- 
‘ation efforts. 

They suggested that pregnancy 
may be a strong factor in casefinding 
because in the childbearing ages, 
25-44, about 65 percent of the pa- 
tients were women, as against a 57 
percent proportion of women among 
all patients. The 25-44 age group 
accounted for 33 percent of all in 
the plan. Throughout, the usual re- 
lations of patient to physician and 
pharmacist were maintained. 


New York Experience 

Another example of cooperative 
planning and operation in a rheu- 
matic fever prophylaxis program 
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was reported by Dr. Katharine D. 
Brownell, director of the Manhat- 
tan Cardiac Program, New York 
City Department of Health, Mar- 
garet A. Losty, acting director of 
the department’s bureau for handi- 
capped children, and Helen M. 
O’Shaughnessey, director of com- 
munity program, New York Heart 
Association. 

The New York City Health De- 
partment and the New York Heart 
Association worked together within 
an established pattern of coopera- 
tion to set up a prophylaxis plan. 
Coordinated by a joint committee 
with visiting nurse representation, 
the program reaches more than 
4,000 patients. Major obstacles 
were the high cost of penicillin and 
insufficient clinic staff for followup, 
revealed in a 1953 survey. These 
were overcome in large part by the 
association’s purchase of oral peni- 
cillin for patients at clinics with ap- 
proved programs and grants of heart 
association funds for selected fol- 
lowup services. The city also sup- 
plemented the supply of oral penicil- 
lin for clinics and the welfare de- 
partment made it available for its 
clients. 

In addition to intensifying case- 
finding in schools, for referral and 
followup, the health department 
promoted prophylaxis among physi- 
cians through consultations. The 
joint committee arranged discussion 
groups and guides for physicians. 

The authors observed that in the 
two special health department 
prophylaxis clinics in the plan, veri- 
fication of diagnosis has’ been 
acceptable to the referring physi- 
cians. Pinpointing followup as a 
weak element in the program, they 
consider that it can be strengthened 
by adequate clerical staff and well- 
planned and well-maintained files, 
supplemented by followup by the 
clinic social worker and the school 
nurse. 

Followup is hampered also, they 
said, by frequent changes of resi- 
dence and by the difficulty of 
keeping in touch with newly ado- 
lescent patients. A central registry 
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is helpful in maintaining followup 
of these groups. 

The voluntary agency has been 
serving primarily as a catalyst, they 
concluded. It has also backed, on a 
demonstration basis, a clinic pro- 
gram reaching a large proportion of 
the city’s medically indigent pa- 
tients. In the development of a 
wider program under health depart- 
ment responsibility the support of 
other agencies, both official and vol- 
untary, and practicing physicians, 
must be obtained. 


The Michigan Program 


Physicians receive free prophy- 
lactic agents for treating rheumatic 
fever patients in nonacute stages in 
Michigan’s statewide prophylactic 
program. In administrative struc- 
ture, Dr. Carleton Dean, director of 


the Michigan Crippled Children 


Bargain 


Commission, and Dr. George H. 
Agate, epidemiologist, City Health 
Department of Lansing, said the pro- 
gram utilized the pivotal role of the 
family physician. 

Beginning January 1956, on ter- 
mination of a successful pilot proj- 
ect in the Upper Peninsula, the 
Michigan Crippled Children Com- 
mission and the Michigan State De- 
partment of Health joined efforts. 
The health department distributes 
penicillin G and sulfadiazine to phy- 
sicians and the commission finances 
medical supervision of injections to 
children in the commission’s regular 
program. 

Dean stated that continuous year- 
round medication was recommended 
for an indeterminate period. Rather 
than daily oral medication, monthly 
of benzathine 


intramuscular doses 


Exhibits 


Two outstanding exhibits at the APHA conference, cited for 
excellence, also were models of economy. 

The Public Health Service exhibit on seat belts, probably the busiest 
in the hall, was built for less than $150 and can be duplicated for much 
less. It consisted of a table bearing a model of an urban street inter- 
section, and four toy automobiles, built to explode on impact. These 
toy cars were purchased in a drug store. The only modifications for 
the exhibit were that toy figures were seated in the cars and rubber 
bands were installed to simulate seat belts for some of the “passengers.” 
When the cars collided, passengers not restrained by the “belts” were 
thrown into the street, with impressively disastrous effects. 

The Brookline (Mass.) Health Department exhibit on glaucoma, 
constructed at a cost of only $50, was used in connection with the 
glaucoma clinic sponsored by the Brookline Lions Club and the Brook- 
line Health Department. The message of the exhibit was: “Glaucoma 
should be found! Two to four percent of adults over 40 have glaucoma! 


Brookline finds it!” 


around a slide projector owned by the health department. 


At no additional outlay, the exhibit was built 


Twelve 


colored slides enabled a viewer to accompany a patient through the 


various steps and procedures of this clinic. 
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pencillin G were found to facilitate 
supervision of patients. Dean sug- 
gested that the child patient’s emo- 
tional reaction to monthly injections 
might be studied as related to the 
plan’s success. 

When a child discontinues treat- 
ment, the commission queries the 
physician first. If no explanation is 
found, it writes the family. Follow- 
up continues if the family has 
moved. In the period, January 1, 
through June 30, 1959, 393 children 
were receiving prophylactic treat- 


Youth Habits . . 


Good Adolescent Driving 
Reduces Traffic Toll 


“In our culture, a child is passed 
from one authority to another— 
home, school, church, community. 
He is observed, evaluated, and reg- 
ulated. And then suddenly he can 
get in his car and drive far enough 
in a short time to be anonymous and 
free, free to maim and kill himself 
and others. What is the solution?’ 

Dr. James L. Malfetti, executive 
officer of the safety research and 
education project of Columbia Uni- 
versity, presenting this theme, stated 
that authorities claim drivers cause 
between 80 and 90 percent of the 
traffic accidents in the United States. 
He emphasized that drivers 16 to 24 
years of age cause a disproportion- 
ately large number of the accidents 
which kill approximately 40,000 peo- 
ple a year. 

Stating that if we can do some- 
thing about adolescent drivers, we 
can significantly reduce the total 
number of accidents, Malfetti called 
first on parents to set a good ex- 
ample. He also called upon com- 
munity leaders to build recognition 
of moral responsibility for traffic 
damage, injuries, and death through 
talks with license applicants. Other 
recommendations by Malfetti were: 

e Higher quality tests for licenses. 

® Realistic speed regulations. 
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ment under the commission’s juris- 
diction. Excluded were 10 cases 
dropped because they could not be 
located after residence change and 
10 others who discontinued treat- 
ment for unknown reasons. 

Among needed ingredients for a 
good program, Dean mentioned co- 
operation of parents and the avail- 
ability of diagnostic and consulta- 
tion facilities, as well as the under- 
standing and cooperation of the 
practicing physician in the com- 
munity. 


eImproved driver education 
courses, emphasizing student deci- 
sions on good driving techniques. 

e Rewards for courteous driving 
and lifesaving maneuvers. 

eClinics for chronic adolescent 
traffic violators. 

Malfetti recognized that no driver, 
adolescent or adult, is immune to 
accident-producing behavior. He 
urged full use of mechanical devices 
in accelerating, steering, and brak- 
ing, to correct or warn drivers when 
safe limits are exceeded. Such de- 
vices are available, Malfetti said, 
and others can be developed. 

Rather than attempts to change 
basic personality traits of drivers, 
Malfetti recommended full use of 
techniques to curb the automobile 
when the driver fails to function at 
his efficient best. 


Teaching Health 
To Teenagers 


Textbooks on health for high 
school students are too difficult in 
some instances and in others so easy 
as to be boring, according to Dr. 
Howard S. Hoyman, head of the de- 
partment of health and safety edu- 
eation, University of Illinois, and his 
assistant, Aubrey C. McTaggart. 

Eleven widely used high school 
textbooks on health were tested for 
reading difficulty using the 1948 


Flesch reading ease formula, Hoy- 
man said, adding that statistical 
formulas were used to test the sig- 
nificance of the mean differences at 
the 5 percent level of confidence. 

The findings, which agree with the 
pilot studies of Taylor, Hanson, and 
Zaharko, indicate that: 

e Some widely used modern high 
school health textbooks, especially 
those used in ninth grade classes, 
are probably too difficult for aver- 
age, below average, and poor read- 
ers to use effectively. 

e Other widely used health text- 
books, especially those used in the 
tenth grade or higher, are too easy 
for above average and_ superior 
readers. 

e Apparently most new editions of 
health textbooks retained previous 
reading difficulty levels. 

eNone of the textbooks studied 
appeared to use reading difficulty 
progression, from less difficult ma- 
terial at the beginning of the book 
to more difficult in later chapters. 

e The use of one health textbook 
for all students in one high school 
grade is apt to mean that the text is 
too easy for some and too difficult 
for others. 

Many complex factors contribute 
to reading difficulty, Hoyman said, 
mentioning content, style, organiza- 
tion, and format. Readability yard- 
sticks, such as the Flesch formula, 
test factors related to style only as 
a determinant of reading difficulty. 
The Flesch formula should not be 
expected to supply answers about 
the other aspects of readability of 
high school textbooks on _ health, 
Hoyman emphasized, although such 
tests do give valuable information 
in any effort to supply the students 
with an appropriate text. 

Recommendations by Hoyman in- 
cluded discontinuance of the wide- 
spread practice of using one health 
textbook for all students in a given 
class or grade. The use of several 
textbooks permits individual as- 
signment according to reading dif- 
ficulty. He also suggested the pos- 
sibility of reorganization of high 
school students into homogeneous 
groups within a grade or class, ac- 
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cording to their reading and learn- 
ing ability. 


New Thinking Needed 
On Teenage Drinking 


Educators of teenagers are behind 
the times in methods of teaching the 
inherent dangers of drinking, Ray- 
mond G. McCarthy, associate pro- 
fessor of health education at Yale 
University, suggested. 

Teaching about alcohol has been 
required by law for many years in 
every State, he said, but primarily 
to encourage total abstinence by em- 
phasizing the dangers of drinking. 
The ineffectiveness of the psychol- 
ogy-of-fear approach is apparent in 
the fact that approximately 70 per- 
cent of all adults over the age of 15 
years use alcoholic beverages. Re- 
search among high school students 
in New York, Wisconsin, and Kan- 
sas, he continued, reveals a substan- 
tial proportion of drinkers, many 
with parental consent. 

McCarthy believes these statistics 
challenge the traditional classroom 
alcohol education in 
Information about 
alcoholism, 


approach to 
publie schools. 
the bizarre results of 
which affects roughly ¢ 
all users of alcohol, is of little sig- 


> percent of 
nificance to teenagers, he stated, add- 
ing that it would be more realistic 
to emphasize the dangers of intoxi- 
eation and its attendant traffic ac- 
cidents, violation of family or church 
standards, and behavior disturbing 
to the individual. 

Teaching should embody a set of 
facts about alcohol as well as con- 
sideration of different attitudes to- 
ward alcohol use and nonuse in our 
society. The schools have not trans- 
lated this change in cultural atti- 
tudes into classroom practice, Mc- 
Carthy concluded. 


Teens Determine 


Smoking Habit 


Smoking in the United States can 
be curbed best by informing young 
people of its risk to health, asserted 
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Dr. Roger S. Mitchell, director of the 
Colorado Foundation for Research in 
Tuberculosis and associate professor 
of medicine, University of Colorado. 

Stating that cigarette advertisers 
direct multimillion dollar  cam- 
paigns to solicit “still unaddicted 
teenagers,” Mitchell said, it would 
not be a bad idea to “take a leaf out 
of their book.” 

In reviewing what he termed “pres- 
ently available facts with regard to 
smoking and health,” Mitchell re- 
viewed published data on the rising 
tobacco consumption for the past 60 
years; total death rates by age and 
smoking habits; mortality ratios by 
amount of smoking, for ex-smokers, 
and for various causes of death; 
various causes of excess deaths 
among men who smoke regularly; 
male death rates for various diseases 
and lung mortality rates for men, by 
amount smoked; lung cancer mor- 
tality rates for rural and urban resi- 
dents; comparative smoking habits 
of men and women; and trends in 
environmental factors. 


Mitchell believes smoking is one 
of the multiple causes of lung cancer ; 
shortens life by at least 5 years, 
through increased risk of athero- 
sclerosis, cancer, and chronic ob- 
structive airway disease; shortens 
breath; impairs physical perform- 
ance; and aggravates or delays heal- 
ing of stomach ulcers. 

High school students can be taught 
the hazards of smoking, Mitchell 
stated. He recommended : 

e Efforts to engender student re- 
quests for health education on smok- 
ing. 

e Question and answer sessions. 

e Participation by parents, local 
and national medical societies, health 
organizations, and legislators. 

e An adult approach, emphasizing 
the maturity of self-restraint and 
discipline. 

e Minimal smoking, 
pipes, for those addicted. 

e Research which will lead to the 
elimination of injurious factors in 
smoking. 

e A good example by parents and 


preferably 


adult associates. 


Gerontological Studies . . . 


Aging Population 
Needs New Mores 


With a significant increase in av- 
erage life expectancy, major social 
changes are needed to reap full ad- 
vantage from the added years, in 
the opinion of Dr. Edward L. Bortz, 
medical service chief, Lankenau 
Hospital, Philadelphia. Customs 
and social attitudes, he says, ought 
to esteem maturity and recognize its 
potentials. Also, he said, the family 
must be bolstered as a setting for 
aging. 

A new index for aging, based on 
biological condition, such as_per- 
formance and capacity, Bortz said, 
would be a more satisfactory yard- 
stick than the calendar. However, 
much of so-called physical evidence 
of age, he said, is actually evidence 


of conditions which with foresight 
could be prevented or at least 
delayed. 

Citing the ramifications of a Cor- 
nell longevity study on laboratory 
animals, Bortz envisions an average 
human life of 100 healthy years. 
These he divides into trimesters, the 
last called the “summit of the 
years,” in which intellectual growth 
and social participation may con- 
tinue after 80. Much deterioration 
is avoidable through sensible health 
practices, he pointed out, referring 
also to promising experiments to re- 
tard deterioration of tissues of the 
vascular, skeletal, and nervous 
systems. 

Deploring the current practice of 
retiring healthy and active workers 
occupations, he 


from established 


stated that a second career could 
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begin at 65, with retirement deferred 
to 85 or 90. 

Physicians and medical educators, 
Bortz concluded, have a major func- 
tion in determining whether or not 
the added years are to be character- 
ized by weakness, depression, and 
deterioration, or “by flowering of 
the major powers inherent in each 
citizen.” 


Aged Seek Services 
More Than Beds 


To weigh the present and future 
load of chronic ills in Monroe Coun- 
ty, N.Y., the agencies concerned and 
their patients were analyzed in a 
study reported by Walter Wenkert, 
secretary of the health division, 
Council of Social Agencies, Roch- 
ester, N.Y., and Dr. Milton Terris, 
professor of epidemiology, Tulane 
University School of Medicine. <A 
major conclusion is that strength- 
ened services may obviate the need 
for additional beds. 

The 18-month study was origi- 
nated by a citizens committee and 
financed by the Community Chest 
and the County Board of Super- 
visors. Eight general hospitals, 4 
long-term hospitals, 30 private nurs- 
ing homes, 8 infirmaries of homes 
for the aged, and 16 public health 
nursing agencies were questioned 
about admission and discharge pol- 
icies, scope and purpose of services, 
staffing patterns, staff education and 
training, costs, income, and future 
plans. 

The medical staffs or administra- 
tors of the agencies and institutions 
supplied 1-day census information 
on 3,780 patients. Each member of 
a clinical review team (physician, 
public health nurse, and _ social 
worker) independently interviewed 
179 patients, a random sample of the 
census group. 

The clinical review team differed 
with the staffs of the agencies in 
judgments of appropriate levels of 
care. The team felt that 85 percent 
of the hospital patients, but only a 
third of the home care patients, 
were receiving care at the appro- 


Vol. 75, No. 3, March 1960 


priate level; the agency staffs felt 
that 41 percent of the hospital pa- 
tients and 70 percent of the home 
sare patients were at the proper 
level of care. 

If the team’s judgments on levels 
of care are projected to the total 
study population, new and strength- 
ened services should be planned and 
created before installing additional 
hospital, infirmary, or nursing 
home beds, the authors concluded. 

They pointed out five major gaps 
in services which the _ study 
disclosed. 

e Physicians need the assistance 
of nurses, psychologists, physical 
therapists, social workers, and other 
professional persons to evaluate a 
patient’s total care requirements. 

e Rehabilitation services, in the 
form of occupational therapy, medi- 
cal social work, and recreation, as 
well as. physical medicine, are 
needed in hospitals, nursing homes, 
homes for the aged, and for home 
care patients. 

e Of the 3,780 patients, from 88 to 
554, if the review team’s judgments 
concerning the random sample are 
projected to the total study group, 
need organized home care. 

e Agencies, because they are lim- 
ited by their special concerns or by 
other requirements, are unable to 
provide the multiple services needed 
by patients with chronic disease. 

e Although there were 76 clinical 
projects related to chronic disease 
in the county, no research was 
being done on the administrative, 
operational, or service aspects of 
long-range care. There were no 
formal affiliations among. institu- 
tions providing different levels of 
care to share professional services 
and facilities. 

Plans to pursue specific recom- 
mendations of the study are being 
made by these institutions: A home 
for the aged is evaluating intake 
policies. A hospital is preparing a 
comprehensive rehabilitation pro- 
gram. <A hospital, the health de- 
partment, and the visiting nurse 
service are developing an organized 
home care program. Joint services 
are being arranged between a gen- 


eral hospital and a home for the 
aged. A convalescent hospital for 
physically handicapped children is 
being closed. The council of homes 
for the aged is defining »»4 cost ac- 
counting levels of care. Blue Cross, 
the medical society, the hospital 
council, and the study’s followup 
committee are increasing voluntary 
health insurance coverage among 
the aged. 


First Admission Study 
Asks Why Aged Crack 


Causes of mental breakdown 
among the aged were sought in a 
study of the background of 26,645 
first admissions to Ohio State men- 
tal hospitals January 1948 through 
June 1952, reported by Ben Z. Locke 
and Dr. Morton Kramer, biometri- 
cians, National Institute of Mental 
Health, and Dr. Benjamin Pasa- 
manick, research director of the 
Psychiatric Institute and Hospital, 
Columbus, Ohio. 

Of the total studied, 5,676 were 
diagnosed as having mental diseases 
of the senium. These, it was ob- 
served, were more likely than not 
to come from cities, to be male, to 
lack higher education, and to be 
divorced, separated, or single rather 
than married. Among women, the 
rate of admission was higher for 
those employed at jobs other than 
housework. Among men, occupa- 
tions having the higher rates of 
admission were laborers, farmers, 
service workers, and craftsmen. 

For confidence in these findings, 
the authors remarked, supplemental 
data is needed on mental illness 
among the noninstitutionalized and 
in other facilities for aged mental 
patients. 

Although population records sug- 
gest the probability of a marked in- 
crease in admissions of mental pa- 
tients with diseases of the senium, 
by 1980 more than 60 percent above 
the 1950 level, there are social 
changes which they feel may offset 
this trend. 

Apart from population changes, 
there may be developments in in- 
stitutional care, community services, 
and home visiting, they said, which 
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will affect the mental conditions of 
the aged. Attitudes of both the aged 
and the community also may be al- 
tered, they suggested, in a direction 
that will reduce present mental dis- 
tress. For example, they mentioned 
services which would offset the men- 
tal and physical effects of inactivity 
and confinement, or attitudes which 
would help the ex-breadwinner to 
adjust to a new status. 

On the whole, the authors believe 
changes are in the direction of sup- 
porting mental health for the aged. 
Physical labor, they predict, will 
become less taxing, income more cer- 
tain and more nearly adequate, con- 
structive use of leisure time more 
common, nutrition and other health 
services strengthened, and educa- 
tional levels raised. The character 
of institutions for the aged, they 
predict, will become more acceptable 


also. 


Mental Ills of Aged 
Need Special Care 


Knowledge of the role of homes 
for the aged in meeting the health 
needs of our senior citizens is 
meager, reported Dr. Franz Gold- 
mann, director of health study, 
Council of Jewish Federations and 
Welfare Funds of New York City. 

A large-scale inquiry into coordi- 
nation of medical care in chronic 
supported by the Public 
Health Service, presented an _ op- 
portunity to investigate the part 
played by homes for the aged. Cross- 
sectional case studies made in the 
spring of 1958 covered 530 residents 
of five Jewish homes for the aged, 
in Chicago, Miami, Philadelphia, St. 
Louis, and Toronto. Descriptive ma- 
terial on organization, functions, 
and relationships in 1957 was col- 
lected from 70 such homes in the 
United States and Canada. 

Findings, according to Goldmann, 
showed almost all of the 530 resi- 
dents of the five homes have multiple 
Many are sub- 


illness, 


chronie ailments. 
stantially disabled. The well resi- 
dent is the exception. 


The most common affliction is men- 
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tal impairment, with symptoms of 
temporary or continuous confusion. 
Marked emotional disorders are 
widespread among the residents 
studied, Goldmann reported. 

The detailed analysis of 70 homes 
revealed that most of these insti- 
tutions perform the functions of 
high-grade nursing homes and em- 
phasize comprehensive health serv- 
ice, including psychiatric care, and 
teamwork. Goldmann said the 


experience gained at homes with rel- 
atively advanced psychiatric service 
clearly demonstrates its value to the 
patients and the possibility, through 
more widespread use of such service, 
of reducing transfers to mental hos- 
pitals toa minimum. 

A realistic policy is needed, Gold- 
mann added, for both the long-term 
institutional care of persons in ill 
health and the housing of senior cit- 
izens capable of self-care. 


Water and Wastes bs sal 


Contract Health Services 
Overcome Complexities 


Small municipalities, financially 
unable to maintain a health officer 
and health services of their own, are 
contracting for such _ services 
through county or State health de- 
partments, according to H. Clifford 
Mitchell, director of sanitation, St. 
Louis (Mo.) County Health De- 
partment. 

A number of such communities 
have purchased sanitation services, 
and school districts have obtained 
mental health, dental, and nursing 
services through contracts in the 
past few years, Mitchell reported. 
His own division of sanitation, 
which serves the metropolitan St. 
Louis area excluding the city of St. 
Louis, has in 5 years expanded its 
services in this way to more than 
200,000 persons previously without 
health services, he said. 

St. Louis County’s population in- 
ereased from 274,000 in 1940 to 700,- 
000 in 1959, and the number of its 
municipalities rose from 40 to 98, 
with an accompanying demand for 
municipal sanitation services such 
as refuse and rodent control, water 
supply, sewage disposal, swimming 
pool inspections, air pollution con- 
trol, and industrial hygiene. 

Legislation restricted the county 
health department from providing 
health services directly on a county- 


wide basis, requiring each munici- 
pality to provide its own, but county 
ordinances made contract service 
possible. 

The first attempt at such coopera- 
tion, limited to restaurant inspec- 
tion and rabies control, was so well 
received, according to Mitchell, that 
in 1954 the county entered into a 
unique contract with the city of Jen- 
nings, Mo., population 18,000. Under 
this arrangement, the county health 
commissioner took on the duties of 
health commissioner of Jennings 
without an additional remuneration, 
one well-trained and experienced 
Sanitarian was assigned to the com- 
munity full time, and the sanitation 
code of the county was accepted by 
the municipality. The city supplied 
office space and all utilities and re- 
imbursed the county for the san- 
itarian’s salary and transportation. 

At the end of a 12-month trial, the 
mayor and council of Jennings peti- 
tioned for continuation of the service 
indefinitely. Scores of other small 
cities followed Jennings’ example, 
and the county department is now 
giving contractual services to 52 mu- 
nicipalities, Mitchell reported. 

He pointed out that this procedure 
provides a partial solution to a tough 
problem and that both community 
and department gain from it. The 
municipalities receive their necessary 
sanitation and other health services 
from competent personnel at reason- 
able cost; the county health depart- 
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ment gains through development of 
closer ties with cities and greater 
control over countywide problems of 
public health. 

Mitchell admitted it would be 
easier and less cumbersome to have 
sufficient funds and appropriate leg- 
islation to provide uniform services 
throughout the county without re- 
gard to municipal boundary lines, 
but the contract program does keep 
department personnel on their toes 
to provide satisfactory service. They 
know they are directly responsible to 
the governmental agency which is 
contracting for the service and that 
contracts can be canceled upon 30 
days’ notice. The procedure has been 
studied by a number of organizations 
such as the League of Municipalities, 
the Ford Foundation, and the Amer- 
ican Public Health Association, 
Mitchell said. 


State Board Promotes 
Water Enough for All 


Adequate water supplies, reported 
Dwight F. Metzler, chief engineer of 
the Kansas State Board of Health, 
are a basic public health responsi- 
bility. On this principle, State re- 
sources were directed to help com- 
munities in Kansas overcome recent, 
present, and prospective water short- 
ages. 

Deficient water supplies in Amer- 
ican cities, he recalled, had been re- 
ported recently by the American 
Water Works Association, which 
found many American cities over 
25,000 lacking capacity in water 
mains, pumping capacity, and stor- 
age facilities. 

At the same time, demands for 
water have been complicated by in- 
creased per capita use in a growing 
population. 

Although not a single case of wa- 
terborne disease is known to have 
resulted from deficiencies in their 
systems in recent years, many Kan- 
sas cities had come to the point of 
rationing water uses in the dry years 
of 1952-57. Following an investiga- 
tion of the water shortages, the State 
discovered the main factor was not a 
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lack of water but a lack of planning 
for its storage, treatment, and distri- 
bution. 

Emergency efforts to supply defi- 
cient communities included hauling, 
temporary treatment systems, cloud 
seeding, and reuse of waste water. 
Long-range efforts included evalua- 
tions of municipal supplies and en- 
couragement of efforts to improve 
and expand water systems. 

Metzler estimated that it takes 
from 3 to 5 years to proceed from 
the finding that facilities are needed 
to complete plans, gain official and 
public acceptance, and complete fi- 
nancing and construction. 

The State water resources board 
has taken the main responsibility for 
determining the availability and 
quantity of ground water, as the 
State board of health has for deter- 
mining the chemical quality. Infor- 
mation on hydrology has been in- 
cluded in an annual program of 
inservice training for consulting 
sanitary engineers with some conse- 
quent changes in design practice. 

A critical element in the program, 
he said, has been the periodic ap- 
praisal of water systems by board 
engineers, who follow their reports 
with appearances before the govern- 
ing bodies of the cities, to explain 
the deficiencies and to urge their 
correction. Supporting this pro- 


gram, the League of Municipalities 
in Kansas prints annual board of 
health tabulations of municipal 
waterworks data, including capaci- 
ties and daily demand. 


Identifies Guilty 
Syndet Agents 


The main source of the public 
health problems created by the Na- 
tion’s current annual consumption 
of 3.8 billion pounds of synthetic 
detergents was identified by Jesse 
M. Cohen, Robert A. Taft Sanitary 
Engineering Center, Public Health 
Service. He also reported that ac- 
tive research on new forms of deter- 
gents offers a possible release from 
the present difficulties. 

Surfactants of the ABS-type, the 
most common cleansing agents of to- 
day’s syndets, were specified as re- 
sponsible for some water and sewage 
plant problems which have emerged 
in recent years. Among the problems 
he mentioned are frothing in aera- 
tion tanks and outfall lines in sew- 
age treatment plants, ABS residues 
in sewage effluents, additional phos- 
phate nutrient for growths of algae 
with their attendant problems, and 
contamination of ground water and 
drinking water with ABS residues. 
Many of these effects, he said, are 
due to one outstanding difference be- 


Decrease in concentration of detergents in river water 
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tween soap, almost the exclusive 
cleaner 20 years ago, and the syndets 
currently in use. 

Whereas soaps are easily decom- 
posed by biological activity, the com- 
mon syndets employing ABS-type 
surfactants resist biological decom- 
position. For this reason, he ex- 
plained, syndets can survive, at least 
in part, sewage treatment, natural 
biological oxidation 
streams and ground water travel to 


processes in 


appear in varying reduced concen- 
trations in drinking water. An early 
evidence of detergent pollution is 
foaming of tapwater, which occurs 
with concentrations as low as 0.8 
ppm. 

All detergent molecules, both soap 
and syndet, contain a long hydro- 
earbon chain. In soaps, which are 
derived from fatty acids, and in 
syndets derived from fatty acids or 
aleohol, the hydrocarbon chains are 
readily decomposed to smaller frag- 
ments and eventually to carbon di- 
oxide and water. 

The raw material for the more 
commonly used ABS-type surfactants 
is propylene, which is obtained from 
petroleum. The processing of pro- 
pylene for these surfactants yields 
a detergent molecule containing an 
alkyl group which is a saturated, 
highly branched hydrocarbon. More 
important, this hydrocarbon chain 
contains a quaternary carbon atom. 
Extensive biochemical studies have 
shown that this chemical structure 
of ABS prevents microbial oxidation 
and makes it possible for the ABS 
molecule to persist in biologically 
active solutions like sewage or 
streams. 

The accompanying 
trates the rates at which the var- 


chart illus- 
ious types of surfactants are decom- 
posed in river water. Compounds A 
and B, derived from fatty acid and 
straight-chain hydrocarbons, are bi- 
ologically decomposed in 2 to 4 days. 
Compounds © and D, the ABS-type 
containing an alkyl group of petro- 
leum origin, persist for longer than 
20 days, which is long enough for 
this contaminated water to arrive 
at a water treatment plant in the 
water supply. 
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Up to the present time, there is no 
economical way of removing surfac- 
tant material from drinking water. 
Common water treatment processes, 
such as chlorination, chemical coag- 
ulation, and rapid sand filtration, 
reduce surfactant concentrations by 
either insignificant amounts or not 
atall. Current research is therefore 
directed primarily toward removal 
at the sewage treatment plant. 

Research in another direction is 
of equal importance. Consideration 
has been given by manufacturers to 
development of other compounds 
equal in cleansing properties to the 
present surfactants but different in 
that they would be vulnerable to 
microbiological degradation. 


Private Swimming Pool 
Standards Given 


Swimming pools in the backyard 
and their public health implications 
were discussed by Edward L. Stock- 
ton, municipal public health en- 
gineer, when he reported on stand- 
ards of construction and operation 
of privately owned pools, as recently 
established in Grand Rapids, Mich. 

Stockton stated that a simple sys- 
tem of requirements has a _ better 
chance to achieve satisfactory op- 
erations. Main requirements are a 
4-foot fence surrounding the pool; a 
minimum of two 
tangular pools, more on free-form 


inlets on ree- 


complete replenishment of 
water within every 12 hours, with 
rate of filtration not to exceed 3 gal- 
lons per square foot per day; and 
uniform application of chlorine to 
maintain a constant residual of be- 
tween 0.4 and 0.6 parts per million. 


pools; 


Most pools are either 16 by 36 feet 
or 20 by 40 feet in size, he contin- 
ued. Diatomite filters are used on 
all newer pools, and skimmers in- 
stead of scum gutters. Pressure 
gauges or rate of flow gauges are not 
required. 

Chlorination machines are per- 
mitted, Stockton said, adding that 
most people use chlorine tablets. 
When liquid hypochloride is used, it 


is suggested that one-half cup of 


Calgon per 15 gallons of solution 
be added to prevent clogging and 
aid in pH control. 

Water in all pools in Grand Rap- 
ids was sampled twice in 1958 and 
1959. Thirty percent of these sam- 
ples were unsatisfactory on bac- 
teria plate count and 26 percent 
by coliform index, mainly as a re- 
sult of an insufficient period of fil- 
tration. Samples of water compared 
with chlorine residuals at time of 
sampling showed approximately the 
Same percentage of unsatisfactory 
results. 

Examples of difficulties were cited 
by Stockton. Many pools are not 
operated 12 hours or longer. As a 
result, he said, it has been impos- 
sible to enforce the requirement of 
replenishment of water every 12 
hours. Many operators are not 
aware, he added, that diatomite 
filters must be recharged when a 
pool is reopened. 

Stockton also mentioned instances 
of plastic lines connected directly 
to the sewer for backwashing op- 
erations. He said closer field in- 
spection will be necessary to prevent 
the installation of such cross con- 
nections. 

Adoption of a city ordinance is es- 
sential, Stockton stated. He rec- 
ommended a reasonable attitude in 
Stating pool requirements, empha- 
sizing that these requirements 
should have broad functional out- 
lines rather than being confined to 
specific details. Because of the 
rapidly changing picture in pool in- 
stallations, specific standards tend 
to halt full use by the publie of new 
and better designs. 


Pay-as-You-Grow 
Sewer System 


A complete suburban sewer and 
sewage treatment system, financed 
as easily as a piecemeal program, 
with an eye to the needs of the next 
generation, was described by Peter 
Homack, 
Elson T. Killam Associates, Inc., 
Millburn, N.J. 


consulting engineer of 
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Square in the path of a growing 
urban population, the township of 
Berkeley Heights, N.J., in 1955 con- 
fronted the familiar issue: to be or 
not to be dotted with septic tanks. 
Despite a low population density, 
with fewer than 1,000 homes in an 
area of 6.3 square miles, the township 
found its subsurface disposal sys- 
tems, including septic tanks, tile 
fields, and cesspools, were a menace 
to families on the lower slopes. Im- 
pervious soil, traprock, and a high 
table of ground water gave little 
opportunity for remnants of domes- 
ticity to sink harmlessly away. 

Builders, eager to add to the value 
of real estate in the township, were 
disappointed to learn that their plans 
for installing more individual dis- 
posal systems, under a_ tightened 
State health code, would be disap- 
proved. As they presented alterna- 
tive proposals for sewage treatment 
plants for small neighborhoods, the 
so-called package plants, township 
authorities began to look into the 
possibility of a central system. 

The builders agreed to a prepay- 
ment assessment of $350 per house 
projected. <A capital improvement 
fund of the township contained an- 
other $150,000. The builders also 
planned to install at their own ex- 
pense lateral and interceptor sewers 
passing through their properties. 
As a result, nearly half of the cost 
of the system was supported by build- 
ers of 112 new homes. The balance 
was financed with bonds backed by 
the credit of the township. 

Construction started in 1956. The 
treatment plant began operation the 
following year. Since then, 300 
homes per year have been connected 
to the system, and neighboring com- 
munities are asking for an oppor- 
tunity to tie in. It is probable that 
with revenues from other townships, 
and a local sewer service charge of 
$20 per home connected to the system, 
the income from the plant will ex- 
ceed its operating and carrying 
charges. 

With extension of the sewer sys- 
tem to 8O percent of the homes in the 
township, 1,600 units will be con- 
nected. The total cost of the sys- 
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tem, including lines paid for by 
builders, is about $3 million. 

The design, however, provides for 
an eventual population of at least 
20,000. The sewers are large enough 
to be adequate for the township 
population 40 years in the future, and 
the treatment plant is meant to serve 
without expansion for about 15 years. 

The annual interest and amortiza- 
tion charge, said Homack, is no more 
than it would have cost to undertake 
a limited sewer construction pro- 
gram, year by year. 


Package Plants 
Evaluated 


2ackage plants are here to stay 
is the conclusion of John E. Kiker, 
Jr., professor of civil engineering 
at the University of Florida. But 
he believes many improvements in 
design and operation are necessary. 

A study of such plants, in com- 
parison with conventional sewage 
treatment plants, was undertaken 
in Florida in 1958, under the gen- 
eral sponsorship of David B. Lee, 
director of the bureau of sanitary 
engineering of the State board of 
health, with collaboration of the 
university and the Public Health 
Service. 

Under far from ideal conditions, 
the investigation succeeded at least 
in improving its methods of evalu- 
ation, and in developing informa- 
tion which led Kiker to draw certain 
conclusions, as follows: 

e Effective results with package 
plants, some of which were excel- 
lent, depend on the quality of main- 
tenance and operation. For com- 
parable results, conventional plants 
need less attention than the others. 

e There is as yet no such thing 
as a “maintenance free” package 
plant. No mechanical aeration 
plant has “only simple mechanical 
components.” Troubleshooters ought 
to be available wherever such plants 
are installed. 

e All plants should have _ con- 
venient and accessible flow measur- 
ing devices, preferably with a total- 
izing meter or recording device, as 


well as electric power meters, if costs 
and performance are to be appraised. 

e Plants which do not have ade- 
quate laboratory facilities, or sani- 
tary facilities, including showers for 
personnel, are seldom operated 
properly. 

(A student, John E. Hagan III, 
who shared in the investigation, 
commented, “Lack of laboratory fa- 
cilities greatly hinders the operator. 
There is always a tendency to leave 
undone anything which seems in- 
convenient or difficult; also, where 
the operator has many other duties, 
the time element may become im- 
portant. Convenient laboratory fa- 
cilities will greatly reduce the 
tendency to overlook routine lab 
work.” ) 

¢ Composite daytime samples are 
more suitable for evaluation of 
package plant operations than those 
taken around the clock. 

e Designers of sewage treatment 
plants would do a better job if they 
gave more consideration to opera- 
ting tasks. Many plants are design- 
ed without provision for steps or 
sampling facilities. Other deficien- 
cies, sometimes hazardous, are an 
absence of handrails around tanks, 
inadequate walks, open channels, 
and insufficient lighting. 

e Plants should be at least 500 
feet away from the nearest resi- 
dence, as a protection against noise 
and odor. 

e Air compressors should be pro- 
vided in duplicate, as insurance 
against a failure. 

Further studies of cost, design, 
and operation are recommended by 
Kiker. 


Design for Burning 
Urged for Refuse 


Nothing is wrong with incineration 
that proper design and operation 
‘annot cure, according to Glen H. 
Abplanalp and Junius W. Stephen- 
son, consulting engineers with Hay- 
ens and Emerson, New York City. 

Tracing the history of incinera- 
tion, they put much of the responsi- 
bility for failures on the tendency to 
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accept manufacturers’ designs and 
rather than designs and 
ratings independently 
Only Connecticut, they said, has set 
incinerators 


ratings, 
determined. 
State criteria which 
must meet, and they said none of the 
burners installed in recent years in 
that State are known to be unsatis- 
factory. 

A technological change which en- 
courages incineration, they said, is 
the increase in the marketing of 
trimmed food. While the packers 
sell the stems and peelings and other 
trim for processing as fertilizers, the 
ratio of garbage to rubbish in 
domestic refuse has declined from 
50-50 to 10-90. As a result, modern 
refuse is lighter, drier, bulkier, and 
more combustible than in the past, 
with the result that, in operating 
an incinerator today, the task is 
often one of holding temperatures 
within reasonable limits while main- 
taining desired burning rates. 

States should give attention to in- 
said, because the 
supply of land suitable for fill 
operations is limited. Nevertheless, 
only Connecticut, Florida, and New 
Jersey require that incinerators be 
qualified engineers. 

New Jersey, and 
established specific 
regulations for incinerator opera- 
tion, but in each case the regulations 
are based entirely on air pollution 
standards. The authors recom- 
mended that standards apply also 
to storage, handling, safety, residue 
disposal, and general sanitation. 

The consensus of State officials, 
they said, favors closer State control 


cineration, they 


designed by 
Only Hawaii, 
Oregon have 


over all phases of refuse disposal, 
with detailed regulations and power 
of enforcement. The authors con- 
cluded that health departments logi- 
cally should guide refuse disposal 
in a manner comparable to their pres- 
ent guidance of water and sewage 
treatment. 


Landfills Replace 
Jersey Dumps 


The figures tell the story of New 
Jersey’s achievement in developing 
sanitary methods of refuse and gar- 
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bage disposal, under chapter 8 of 


the State Sanitary Code, which be- 
came effective July 1, 1958, accord- 
ing to Alfred H. Fletcher, director 
of environmental health, and John 
Zemilansky, principal sanitarian, of 
the State health department. 

The number of sanitary landfills 
in the State at that time was 33, 
serving 149 municipalities with 19 
percent of the population. (Another 
16 percent were served by 18 incin- 
erators. ) 

Fifteen months later, 100 sanitary 
landfills served 299 municipalities, 
with 44 percent of the State popula- 
tion. (The 16 incinerators still in 
operation then served 12 percent.) 

First move in the change came 
with the recommendation of a 1958 
advisory committee, proposing legis- 
lation to outlaw open dumps and 
to establish a code for sanitary land- 
fills. 

While the program still has room 
to advance, the experience to date 
is useful to the remaining munici- 
palities of the 567 subject to the 
code. 

Two landfills charge for disposal 
by weight, at rates ranging from 
$1 to $3 a ton. 


Air Pollution . . . 


Atmospheric Pollution 
Public Worry No. 5 


Air pollution ranked fifth in 
Seriousness among 10 selected com- 
munity problems in a survey of pub- 
lic awareness in Erie County, N.Y., 
reported Dr. Preston Valien, former 
technical consultant, New York 
State Air Pollution Control Board, 
Albany. Outranking air pollution, 
according to respondents, were un- 
employment, automobile accidents, 
juvenile delinquency, and alcohol- 
ism. But air pollution outranked 
factory accidents, contagious dis- 
eases and epidemics, sewage dis- 
posal, exposure to radiation, and 
home accidents. 


Others charge from 10 to 30 cents 
per cubic yard. 

Still others charge $2 per truck 
load, or $1 to $1.25 per person per 
year. A few charge $1.25 to $3.50 
per family. 

Hauling distances run as high as 
28 miles, but no municipality is more 
than 10 miles distant, in a beeline, 
from a sanitary landfill. 

The authors find that landfills are 
less costly to operate than the open 
dumps they are replacing, in part 
because vehicles suffer less damage 
on the compacted terrain. Another 
economy is that landfills do not re- 
quire the waterlines needed to con- 
trol spontaneous fires in dumps, or 
policing, or the legal services which 
surround a public nuisance. 

Most collection and disposal of 
refuse in the State begins with a 
contract between an_ individual 
household and a private contractor. 
This system characterizes suburban 
settlement. The greatest volume of 
refuse is disposed of under contract 
between a municipality and private 
enterprise, obtained by competitive 
bidding. The least prevalent meth- 
od is municipal ownership and oper- 
ation of the system. 


> 


A probability sample of 462 house- 
holds in Buffalo and 481 in the 
county, with respondents classified 


by sex, educational level, socio- 
economic status, and residen- 
tial areas, was surveyed, Valien 


explained. 

Slightly more women than men 
viewed air pollution as a_ serious 
problem. Air pollution was desig- 
nated as “very serious” by 19 per- 
cent of the group, ‘somewhat 
serious” by 16 percent, and the rest 
considered it “not serious” or didn’t 
know. 

By educational level, the percent- 
age of respondents describing air 
pollution as ‘not serious” ranged 
from 47 percent of those completing 
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eight grades or less of schooling to 
69 percent of those with some col- 
lege training. Seventeen percent of 
those in the lowest educational cate- 
gory and 25 percent of those at the 
bottom fourth of the socioeconomic 
seale answered “don’t know” con- 
cerning the seriousness of the air 
pollution problem, said Valien. 

Only 53 percent of those ques- 
tioned thought air pollution was 
definitely a public health matter, al- 
though nearly 80 percent classified 
control of contagious diseases and 
epidemics and seyage disposal as 
public health concerns. The con- 
cept of air pollution as a_ public 
health matter did not vary on the 
socioeconomic scale or by rental 
area, but it was recognized more 
frequently as educational level went 
up. 

The interviewees were asked to 
indicate any physical discomforts 
and property damages which may 
have resulted from polluted air. 
Unpleasant odors were named by 42 
percent of the Buffalo residents and 
29 percent of the county residents. 
Coughing, sneezing, and difficulty in 
breathing were listed by 10 to 13 
percent of the Buffalo respondents. 

Property damages from air pollu- 
tion, reported by 59 percent of those 
in low rental residential areas and 
48 percent in the high rental areas, 
were listed most frequently as dirty 
house paint, dirt on the family 
wash, and damaged car paint, the 
author said. 

Air pollution had a bad effect on 
people’s health, 87.5 percent of the 
group believed, was bad for real es- 
tate values, thought 80 percent, and 
had a bad effect on business in gen- 
eral, 60 percent felt. 

Asked to name important sources 
of polluted air, 8O percent named 
factories ; 61 percent, buses; 53 per- 
cent, city dumps; 45 percent, auto- 
mobiles ; and 11 percent, homes. In 
investigating how the respondents’ 
actions contributed to air pollution, 
approximately 30 percent said they 
sometimes burned leaves, papers, or 
trash at home, and 60 percent of 
these had done so within the pre- 
vious week. 
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Forty-five percent of the group 
said they had read or heard some- 
thing recently about air pollution, 
most often that it was a problem in 
other States, Valien said. Asked to 
give sources they would depend on 
for information about air pollution, 
41 percent preferred newspapers ; 21 
percent, television; 18 percent, 
‘adio; and 17 percent, pamphlets. 
However, these responses varied ac- 
cording to educational level, with 
pamphlets named primarily by the 
college group, and television by the 
less educated. These preferences 
for a specific medium as an informa- 
tion source have important implica- 
tions in educating the _ public 
concerning air pollution and other 
aspects of health information, said 
Valien. 


Mortality Data Reflects 
Air Pollution 


Use mortality data to study pos- 
sible health effects of air pollution, 
suggested John C. Rumford, public 
health analyst, Air Pollution Medi- 
cal Branch, Public Health Service. 

He outlined simple procedures 
which local health agencies can em- 
ploy to compare intra-area and tem- 
poral variations in mortality to vari- 
ations in indexes of air pollution and 
other environmental factors. 

Intra-area or intracity investiga- 
tions are based on the assumption 
that if there is an association be- 
tween manifestations of air pollu- 
tion and mortality, residents in areas 
of high pollution should have higher 
mortality rates. Because’ these 
areas usually have other adverse en- 
the total 
socioeconomic complex of an area 
must be considered, he said. 

In these analyses, he explained, 
the study area is usually subdivided 
into components such as census 
tracts, community areas, economic 
areas, or health districts with avail- 
able population statistics. The sub- 
divisions are then characterized by 
manifestations of air pollution and 
other factors such as income, hous- 


vironmental conditions, 


ing, education, and racial composi- 
tion. 

Rumford cited, as an example, 
a study of Philadelphia health 
districts. Preliminary results sug- 
gested that pneumonia and arterio- 
sclerotic heart disease were appar- 
ently equally influenced by both 
variation in dustfall and socioeco- 
nomic variables. Variation in 
chronie rheumatic heart mortality 
was more strongly related to dust- 
fall than to any of the indexes of 
socioeconomic conditions. Varia- 
tions in mortality for other diseases 
of the heart and tuberculosis were 
y associated to socioeco- 
nomic indexes than to dustfall. Such 
relationships should be studied fur- 
ther to see if a true association has 
been divulged, said Rumford. 

He described another intra-area 
study, made in Chicago, to develop 
and test methods applicable to micro- 
units of a large metropolitan area. 
The study population was limited to 
white females, since residence in a 
particular census tract was of prime 
importance. Three approaches were 
used. In the first, mortality varia- 
tions among residents of manufac- 
turing and nonmanufacturing areas 
of Chicago were compared. The re- 
sults suggested that those living in 
nearly all manufacturing areas ex- 
perienced higher mortality than resi- 
dents of nonmanufacturing areas. 

The second approach was to com- 
pare mortality experience among 
residents who lived 1 mile from a 
large primary metals plant with that 
of residents living from 1 to 2 miles 
from the plant. In census tracts less 
than 1 mile away mortality was more 
than 30 percent higher than in the 
tracts 1 to 2 miles away. 

The third approach was to investi- 
gate residential mortality variations 
in census tracts less than 1 mile 
from the plant in relation to prev- 
alent wind direction. Results indi- 
‘ated that standardized mortality 
rates were highest for those living 
in quadrants more frequently in the 
path of winds blowing across the 
plant. Socioeconomic conditions of 
the area apparently contributed 
little to mortality variations. 
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In the second major category of 
investigations, the temporal study, 
it is assumed that mortality rates 
for selected diseases should increase 
or decrease with abnormal increases 
or decreases in actual measurements 
of air pollution or a manifestation 
of pollution, he said. 

Methods used in temporal studies 
vary with the geographic and time 
units chosen. If an entire city is 
used, abrupt departures from the 
normal levels of air pollution are 
plotted graphically with mortality 
incidence. Weather factors such as 
maximum and minimum air tem- 
perature, rainfall, snowfall, and 
humidity are plotted as third vari- 
ables. Usually, positive fluctuations 
occur in all variables when thresh- 
old levels of air pollution are 
reached. Therefore. the difficulty is 
in determining which variable fluc- 
tuated more directly with mortality. 

For example, when an extreme 
high-pressure air mass over New 
York City created stagnant atmos- 
pheric conditions for a 4-day period 
in October 1956, cardiovascular mor- 
tality increased sharply. Graphing 
of the variables revealed a 2-day 
lag between temperature and mortal- 
ity peaks in contrast to simulta- 
peaks in dust count and 
mortality. 

Temporal studies have also been 


neous 


done during prolonged steel strikes. 
Admittedly, these investigations suf- 
fer from handicaps such as a popula- 
tion too small for significance tests 
of a small percentage effect and 
extremely limited air pollution data. 
Also, there are numerous variables 
and conflicting factors in studies of 
this type. 

In spite of these reservations, the 
Air Pollution Medical Branch hopes 
such studies will assist, guide, and 
stimulate air pollution-health stud- 
ies, Rumford declared. 


Effects of Donora Air 
Continue Uncertain 


Persons who reported acute illness 
at the time of the 1948 air pollution 
episode in Donora, Pa., have demon- 
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strated subsequently higher mortal- 
ity and prevalence of illness than 
other persons living in the commu- 
nity at that time, according to 
Antonio and Donovan J. 
Thompson of the department of bio- 
statistics, graduate school of public 
health, University of Pittsburgh, re- 
porting on a followup study made 


Ciocco 


S44 years after the episode. 

Furthermore, persons who ¢om- 
plained of more severe acute illness 
in 1948 demonstrate greater subse- 
quent morbidity and mortality than 
persons with mild complaints, they 
said. There is some evidence that 
this greater morbidity and mortality 
is related to the cardiorespiratory 
system, Ciocco and Thompson re- 
ported. However, they cautioned, 
“Before these facts are hastily inter- 
preted a more searching analysis is 
required.” 

They pointed out that many smog 
victims in Donora had_ reported 
chronic cardiorespiratory illness be- 
fore 1948. If their histories are dis- 
regarded, the differences in the rates 
of illness and death among those 
acutely ill during the smog and those 
who did not experience illness then 
are narrower. 

The 1957 data showed that even 
persons who denied a history of heart 
disease prior to October 1948 but 
became ill during the smog episode 
have had a higher subsequent mor- 
bidity rate than persons of the same 
age and sex who did not become ill. 
Mortality was also higher, although 
the difference is less marked. At 
face value, they said, it would seem 
that subsequent health experience is 
related to complaints first arising 
during the 1948 episode. However, 
there is often considerable under- 
reporting of impairments in inter- 
view surveys, Ciocco and Thompson 
pointed out. If any significant 
amount of such understating of pre- 
vious illness did occur in 1948, the 
1957 findings would mean that dis- 
comforts of the smog episode only 
served to bring out or emphasize ex- 
isting impairments. 

The Public Health Service commu- 
nity survey made shortly after the 
October 1948 acute episode, covered 


a systematic one-third sample of Do- 
nora’s households, involving 4,092 
residents. Data were obtained on: 

e Age, sex, occupation, residence. 

e Past experience of asthma, sinus- 
itus, heart disease, chronic bronchi- 
tis, tuberculosis. 

e The occurrence of cough, nausea, 
vomiting, headache, and smarting of 
the eyes during the October pollution 
episode. 

eThe persistence of these symp- 
toms. 

e Physician and hospital service 
treating the ailments. 

For their 1957 followup studies, 
Ciocco and Thompson were able to 
trace slightly more than 99 percent of 
the original 1948 group by personal 
interview and mailed questionnaires. 


Troublesome Questions 

Ciocco and Thompson had hoped 
to obtain an indication of the rela- 
tive significance of the acute episode 
and chronic exposure over the years. 
However, no such clear relationship 
between illness and environmental 
variables, such as period of residence 
in the Donora environment, place of 
residence in the community, occupa- 
tion and place of work, has been 
established by the study. 

The findings of the study, they 
said, raise three central questions: 

1. To what extent is the subse- 
quent health experience of those per- 
sons who became ill during the 1948 
smog related to complaints first aris- 
ing during the episode or to com- 
plaints present before the episode? 

2. To what extent is the greater 
morbidity and mortality a direct 
consequence of short-term massive 
exposure to air pollutants, or contin- 
ued exposure both prior and subse- 
quent to the episode, or a combina- 
tion of the two types of exposure? 

3. To what extent are the mani- 
festations of sickness specifically re- 
lated to the particular pollutants in 
the Donora air? 

Although some of the data do point 
to some effects on the cardiorespira- 
tory system, they do not provide the 
means for relating particular pollut- 


ants to specific systems. The lack 
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of knowledge as to what syndromes 
appear most pertinent for air pollu- 
tion-health studies is vexing to all 
researchers in this area, Ciocco and 
Thompson said. The efforts and ex- 
perience of many investigators will 
be required before the relation of 
continued exposure to airborne pol- 
lutants and health in large popula- 
tion groups is clear, they declared. 


Air Pollution Control 
Tasks Lie Ahead 


Air pollution control has scored 
remarkable gains in Pittsburgh 
and Allegheny County but much re- 
mains to be done, according to Lee 
Schreibeis, Jr., acting chief, Bureau 
of Air Pollution Control, John J. 
Grove, assistant director, Allegheny 
Conference on Community Develop- 
ment, and Dr. Herbert R. Domke, 
director, Allegheny County Health 
Department. 

They described the industrial, 
civic, and social redevelopment that 
has accompanied effective smoke con- 
trol and indicated future trends in 
the task of insuring cleaner air. 

Continuing public and industrial 
support, as well as technological ad- 
vances are necessary if gains are to 
be extended to pollutants other than 
smoke. Planning for the next stages 
requires accurate appraisal of the 
kind, quantity, and sources of pollut- 
ants, better techniques for control at 
the source, and precise, enforceable 
definition of control techniques in 
legal form in ordinances, they main- 
tained. 

Plans for control need to include 
the two broad categories of sources, 
industrial (manufacturing, service, 
and transportation industries) and 
public (automobile operation, home 
heating, burning trash, and other 
similar actions). 3oth types of 
sources, they said, contribute signifi- 
-antly to atmospheric contamination. 

They cited R. S. Scorer’s estimate 
that home heating and automobile 
and truck use caused 90.5 percent of 
the annual $750 million worth of 
damages from air pollutants in Great 


Britain. This estimate, while not 
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directly applicable to Pittsburgh, 
they stated, demonstrates the need 
for caution in pointing to industrial 
sources as the principal offenders. 

In Pittsburgh, the great reduction 
in smoke pollution from 1946 to 1959 
was caused by the shift from coal to 
gas in heating homes and the shift 
from coal to diesel oil in transpor- 
tation. The city’s experience also 
demonstrates that, while total fuel 
consumption increased during those 
18 years, smoke and dustfall have 
decreased. 

The cost of control can be figured 
in dollars, the authors said, but it 
is sometimes difficult to put a price 
tag on irritation, nuisance, and prop- 
erty damage that result from pol- 
luted air. In Pittsburgh, heating an 
average home with approved fuels 
adds approximately $22.75 to the 
yearly heating bill. Installing col- 
lection equipment in one industrial 


source, an open hearth furnace, costs 
$600,000, and to operate the equip- 
ment, $100,000 a year. In Allegheny 
County, 12 out of 102. such furnaces 
have been so equipped. 

Commenting on trends in air pollu- 
tion control codes and ordinances, 
the authors noted that existing codes 
exhibit wide variations in the per- 
missible smoke emission and permis- 
sible rates of discharge of solids. 
Some recent ordinances also specify 
permissible emission rate for certain 
types of process equipment. And 
include require- 
ments directed at specific industries, 
such as rendering, drycleaning, laun- 
dering, and asphalt plants. 


some ordinances 


The direct rewards of eliminating 
smoke are great, said the authors, 
but the indirect results of clean air— 
the restoration of civie pride, cour- 
age and determination in Pitts- 
burgh—can be almost incalculable. 


Food and Nutrition .. . 


Dietitians Go in Where 
Chemists Cannot Tread 


Methods of measuring what peo- 
ple eat, in relation to their health, 
were reviewed in two papers: one 
by Marjorie Cantoni, nutrition con- 
sultant, Dr. Ralph 8S. Paffenbarger, 
epidemiologist, and Dean E. Krueger, 
research analyst, all of the Public 
Health Service, and the other by Dr. 
Marjorie Grant Whiting, nutrition- 
ist, Public Health Service, and Dr. 
Ruth Leverton, associate director, 
Institute of Home Economics, U.S. 
Department of Agriculture. 

The first dealt entirely with the 
nutrition phase of studies related to 
eardiovascular Ideally, 
the authors explained, the relation 


diseases. 


of diet to cardiovascular disease con- 
ditions should be appraised by life- 
Thus far 
methods for assessing eating habits 
have limited investigators to taking 


time studies of cohorts. 


histories from individuals concern- 


ing immediate or recent food 
patterns. 

Such studies either test a specific 
hypothesis, such as the relation of 
fat to levels of serum lipids, or they 
analyze a collection of data about 
diet and disease in the search for 
possible broad associations. Com- 
parison of the dietary habits of per- 
sons with or without clinical disease 
can provide only indirect evidence, 
and this kind of inferential reason- 
ing comprises the epidemiological 
method for the study of a disease. 


Snapshot, Flashback, and Movie 


Three types of comparisons are 
currently in use: the snapshot, flash- 
back, and movie methods. Snapshot 
(cross sectional) studies compare 
diet of a diseased population with 
that of a disease-free population at 
a given point in time. Flashback 
(retrospective) studies seek informa- 
tion from such groups on their diets 
as far back as possible. Motion pic- 
ture (prospective) studies follow a 
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Comparison of results from concurrent calculation and analysis of weighed diets 





Extent of agreement with laboratory findings 
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Number Percent | Number Percent | Number Percent 
whe | nik Faerie: Soap ie Maan ieaeanl, Belesie ais 
Calories. __ - | 378 37 10 218 | 58 123 | 32 
Protein 318 97 30 170 | 54 51 | 16 
ae 259 67 26 | 66 | 25 126 | 49 


group with specific diet habits for 
group without 
specific diet habits, well the 
future with an eye to development of 
pathological conditions. 

In all such studies, it would be ap- 
standardized 
classi- 


their 


comparison with a 
into 


propriate to employ 
measurements and accurate 
fication of individuals 
diet and disease status, the authors 
observed, with a note of regret for 
difficulties in obtaining ideals. But 
even without precise standards, they 
reported useful information was ob- 
tained from personal interviews and 


as to 


clinical observations. 

The accuracy of information about 
diet is checked, sometimes by ques- 
tioning other members of a family 
and sometimes by repeating the ques- 
tions at other times or in other 
forms. Information from interviews 
is also compared with information 
obtained by recording, and sometimes 
and analyzing, food as 
Recall of a meal, inciden- 
tally, is easier, one group of investi- 


weighing 


served. 


gators has found, if the first question 
asks what meat was served. 


Test Tube vs. Punchcard 

Both papers 
difficulty of 
the nutritional composition of food 
intake. Reliability of dietary in- 
formation was the major topic of 
the paper by Whiting and Leverton. 

A chicken and noodle dinner, they 
observed, might be a delight to a 
gourmet, but to a nutritionist it is 


commented on the 


accurately appraising 


a big question mark. <As any house- 
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wife knows, the relation of chicken 
to noodle is not constant. When 
such a meal is reported to a nutri- 
tionist, it is possible only to specu- 
late how much was protein and how 
much was carbohydrate, how much 
fat was in the chicken, and the 
quantity and characteristics of addi- 
tional fat in the total dish. 

As a check on the reliability of in- 
formation food intake 
which may be reported verbally or 
in writing, composites representing 
the day’s intake can be analyzed in 
the laboratory for nutrient content. 
Even this appraisal of diet by chemi- 
eal analysis, they said, has its own 
shortcomings, apart from the cost. 

Subtle chemical changes in food 
may occur between the time of col- 
lection and analysis. And certain 
combinations of food continue to defy 
separation into components signifi- 
cant to nutrition. Also, biochemical 
studies, it was noted, suggest that 
perhaps it is not the total intake 
that affects metabolism so much as 
combinations of foods and even the 
order in which they are consumed. 
Even so, laboratory analysis, they 
asserted, is the most reliable method 
of describing the nutritive value of 


concerning 


a meal. 

Tables of average food values, like 
all other averages, they pointed out, 
cover a multitude of variables. 
Among those they mentioned were 
the effects of differences due to spe- 
climate, storage, 


cies, soil, 


and processing, as well as variations 


season, 


in the recipe for hash. 
The comparison of the two meth- 


1 Cases taken from available Canadian, British, and United States literature; a total of 31 studies. 


ods of analyzing diets, one obtained 
by laboratory analysis and the other 
by calculating values of weighed por- 
tions of food, was based on available 
studies by various investigators in 
Britain, Canada, and the United 
States. In a bare majority of the 
300-0dd cases, values obtained by 
calculation came within 10 percent of 
agreement with values obtained by 
laboratory analysis, with respect to 
protein and calories. With respect 
to fats, such agreement was achieved 
in only one-fourth of the cases (see 
table); in nearly half the cases, 
calculated results were higher than 
laboratory results by more than 10 
percent. A major error in fat calcu- 
lation, they believe, is that tables of 
food values have failed to allow 
sufficiently for the amount of fat 
which is trimmed or melted out of 
meat before it is served. 

For epidemiological investigations, 
the amount of variation found be- 
tween these two methods of deter- 
mining nutrient value casts doubt on 
the significance of differences  be- 
tween any two studies of less than 
20 percent in the intake of calories 
and protein and of differences of less 
than 30 percent in the intake of fat. 


Food Industry Tries 
Self-Inspection 


Within the next few years, the 
great majority of food operators in 
major cities of this country will be 
constructively cooperating with local 
health departments in establishing 
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and maintaining proper sanitation 
practices, declared Max J. Kleiner 
and Samuel A. Coleman, directors of 
the Food Sanitation Consultant 
Service, New York City. 

However, the attainment of this 
objective will require sustained and 
continued emphasis on public health 
education and insistence on respon- 
sible self-inspection, they said. 

Self-inspection regulations grew 
out of action taken some years ago 
by forward-looking members of the 
food industry who employed sanita- 
tion consultants and took part in 
public health measures designed to 
reduce insanitary practices. 

Some of the self-inspection codes, 
drafted by city and State health de- 
partments, stress only good house- 
keeping. Ofhers prescribe a_ full 
sanitation program involving educa- 
tion of employees; personal hygiene 
and food-handling practices; menu 
analysis and food technology, includ- 
ing time and temperature studies; 
food poisoning and quality control, 
including chemical and_ bacterial 
analyses ; rodent and insect surveys ; 
food storage programs ; maintenance 
and equipment information; and 
standard requirements concerning 
ventilation, safety, and water supply 
and sewage in rural and suburban 
areas. 

Kleiner and Coleman divided the 
food industry into three groups in 
evaluating the extent and quality 
of current compliance with regula- 
tions. 

Group 1 consists largely of food 
chains, hotels, food processors, and 
the majority of large restaurants. 
Its members give careful attention 
to the self-inspection program and 
seek to advance it. They obtain 
adequate equipment, competent help 
with layout problems, and advance 
approval of health departments for 
their plans and practices. 

Group 2 is numerically the larg- 
est but in meals served does not 
approach the volume of food han- 
dled by those in group 1. Members 
of this group do not institute their 
own inspection programs where no 
official requirement for self-inspec- 
tion exists, since they consider it an 
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unnecessary financial burden, accord- 
ing to Kleiner and Coleman. Where 
self-inspection is required, they give 
token compliance, usually at lowest 
possible cost and with stress on 
housekeeping alone, Kleiner and 
Coleman said. 

Group 3 is made up almost en- 
tirely of small and marginal op- 
erators who, according to Kleiner 
and Coleman, see self-inspection 
valuable only as a protective device 
to keep health department inspect- 
ors out of their establishments. 
Their observation of regulations 
usually consists of jotting a few 
minor items in a notebook, whether 
the conditions noted exist or not, 
and then dating their notes to ap- 
pear they have made an inspection, 
Kleiner and Coleman charged. 


Glamorous Food Frauds 
Shade Dull Food Facts 


Through plausible peddlers’ of 
pseudoscience, the public is far more 
influenced by misinformation about 
diet than by the sober truth which 
nutritionists and physicians have to 
offer, according to Dr. Martha F. 
Trulson, associate professor of nu- 
trition at the Harvard School of 
Public Health. The money wasted 


Medical Care . . 


Medical Care Held 
Department Duty 


Health officers were challenged by 
Dr. Lester Breslow, chief of the bu- 
reau of chronic diseases, California 
State Department of Public Health, 
to assume leadership in applying 
medical advances toward improve- 
ment of public health and to assert 
their competence in the field of medi- 
cal care. 

In voicing the challenge, he as- 
serted that medical care has clearly 
become one of the most effective 
means to advance the health of the 


on food frauds, she said, is esti- 
mated at a billion dollars a year. 

Citing examples of fraud and de- 
ception, with immeasurable effects 
on the family health, Trulson as- 
serted a need for encouraging 
scientific authorities to provide hon- 
est information for the mass media, 
with or without the collaboration 
of professional writers. 

She noted that one supermarket 
on the west coast employs a dieti- 
tian to answer questions about meal 
planning and the food values of 
specific products in an effort to 
offset misinformation notoriously 
rampant in that region. 

Other informational steps recom- 
mended by Trulson include: ap- 
praisal of the economie and physical 
cost of food frauds; integration of 
nutritional information in various 
aspects of the school curriculum; 
basie instruction in nutrition at 
teacher’s college and continuing 
guidance to teachers; publication of 
satisfactory textbooks on nutrition 
for a variety of grade levels; and 
utilization of nutritional information 
available from reputable sources, in- 
cluding materials available from the 
American Medical Association, the 
American Dietetic Association, the 
ood and Drug Administration, and 
the National Better Business Bureau. 


people, which health officers must 
take into account no less than sani- 
tation, education, and other pro- 
grams. The competence of health 
officers in medical planning and ad- 
ministration, and their training and 
experience, suit them peculiarly for 
service in this field, he added. 
What should the health officer do 
about medical care? Breslow sug- 
gested a realistic assessment of the 
value of medical care to public 
health, mentioning the analyses and 
examples given in the 1958 report 
of the chairman of the APHA Tech- 
nical Development Board as _possi- 
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ble guidelines. He also urged health 
officers to seek technical advice on 
questions of medical economics, say- 
ing resolution of these issues will 
obviously influence the timing, na- 
ture, and scope of further govern- 
mental effort. 

Appropriate action is the next step, 
sreslow continued. The aim should 
be to assure medical care of adequate 
quality and quantity to all segments 
of the population the health officer 
serves. In attaining this goal, the 
health officer, with epidemiological 
training, prevention as a traditional 
background, a primary interest in 
public health, and experience in 
community organization, is the ideal 
person to lead much needed investi- 
gation into the medical care needs 
of the whole population, the extent 
and quality of present services, and 
in the development and maintenance 
of standards. 

Administrative responsibility for 
the expanding public medical care 
programs is being entrusted to agen- 
cies of State and local governments 


other than health departments, 
Breslow said in his concluding re- 


marks, adding that the time has ar- 


rived for a critical review of the 


question by health officers. 


Ambulant Patient 
Costs Ambiguous 


An evaluation of the costs of 
comprehensive medical care to 
ambulant patients reveals the am- 
biguities inherent in the concept of 
such costs, according to Dr. George 
G. Reader and Miss Margaret 
Olencki of the New York Hospital, 
Cornell Medical Center. 

are directly affected by 
they said. If the highest 
level of health is sought, thorough 
and complete medical care may be 
most economical in the long run, to 
the extent that prevention of dis- 


Costs 


policy, 


ease is cheaper than cure and early 
treatment is usually more economi- 
cal than late, they explained. At 
the same time, the cost of thorough 
examination may be all out of pro- 
the they added. 


portion to need, 
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As Iago Galdston once wrote, to 
negative diagnosis there is no end. 
Moreover, a lower standard of 
health and care may present imme- 
diate economies which are expensive 
in the long run. For example, they 
described a patient treated 
marily for an itch and epigastric 
pain at a cost of a few dollars, in 
the of a complete 
workup which 
ered a cancerous condition. 

They concluded therefore that 


costs depend on the level of care 


sul- 


contrast to cost 


might have discov- 


proposed, and the ingredients essen- 
tial to a program of care. 
Given these variables, they feel it is 
possible to determine the cost per 
patient or patient group. 

The authors examined the charts 
of 719 patients, a cross section of 
the population of the General Medi- 
eal Clinie of the New York Hospital, 
for 1 year. Costs of visits and serv- 
ices were tabulated both in terms of 


given 


charges paid by the patients and ex- 
pense to the hospital. 

It was found that 18 percent of 
the patients paid nothing for serv- 
ices and 2 percent paid over $100. 
The median cost to patients was $13. 

Only 16 percent of the patients 
cost the hospital less than $10 and 
11 percent expense 
above $100. 
the hospital was $38. 

Visits to a physician 
for the largest single share of out- 
patient cost, but X-rays and labora- 
tory tests were the most expensive 


incurred an 
The median expense to 


accounted 


items. 
Cardiovascular and dia- 


average. 


disease 
betes create costs above 
Patients with syphilis are the least 
expensive. Psychoneurosis is asso- 
ciated with a fairly large initial ex- 
pense until serious disease is ruled 
out but is thereafter below average 
in cost. 

Costs also increase with the age 
of the patient, more so for men than 
for but it 


which factor, increasing age or cer- 


women, is hard to say 


tain diagnoses associated with age, 
contribute more to expense. 

An inverse relationship was found 
incurred and_ eco- 


between costs 


nomic status; the poorer patients 
incur the higher costs. 

No general conclusion is war- 
ranted from these findings, the 
authors stated, but they feel that 
clues for further study are clearly 


discernible. 


Blues Singers 
Call Doctors 


Psychological reactions perceived 
as bodily symptoms accounted for 
84 percent of the initial visits to the 
Massachusetts Hospital 
medical clinic, according to an analy- 
sis of a random sample of 101 such 
visits studied by doctors on the staff. 

The authors, Dr. John D. Stoeckle, 
Dr. Gerald E. Davidson, and Dr. 
Jerome L. Weinberger, are all asso- 
ciated with Harvard Medical School 
as well as Massachusetts General. 

This part of a continuing study of 
psychological factors in illness ex- 
amined specifically the frequency of 
requests for medical care when 
depression following traumatic loss 
is present. All patients selected for 
study were visiting the clinic for the 
time or for the first time in 1 

They were considered ill and 


General 


first 
year. 
were referred by community physi- 
cians, by other clinics, by the emer- 
gency service, or were self-referred. 
All were paying patients, and no 
self-designated psychiatric patients 
were included. 

Four questions were asked: 

e Were symptoms related to bod- 
ily disease or was a_ psychological 
reaction presented ? 

e What identifiable bodily disease 
Was present? 

e What events in the patient’s 
life preceded illness and the decision 
to consult a doctor? 

e What were the specific psycho- 
logical reactions to these events and 
what relationship did they have to 
the illness and the decision to con- 
sult a doctor? 

Psychological reactions were classi- 
fied as depression, hypochondriacal, 
obsessional, anxiety, and conversion. 

More than 50 percent of both men 
and women had a reaction of depres- 
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sion. Of the 85 patients with psycho- 
logical reactions, 73 reported onset 
of symptoms coincided with events 
of traumatic loss, such as separa- 
tions, real or threatened bodily 
injury, changes in family or job 
status, or death. There were no 
differences between men and women 
in type or frequency of precipitating 
events. 

Sodily disease was found in 43 
percent of all patients, and in 32 
percent of the patients with psy- 
chological reactions. 

This proportion of somatic illness 
is the same as first reported from 
this clinic in 1905 by Richard Cabot. 
The authors emphasized that both 
organic and psychological illness 
occur at the same time, but the 
reason for coming to the clinic was 
most commonly psychological. 


California Physicians Sign 
Medical Care Contracts 


The formation and operation of the 
San Joaquin Foundation for Medical 
Care were described by Mrs. Goldie 
Krantz, secretary of the joint wel- 
fare fund of the International Long- 
shoremen’s and Warehousemen’s 
Union and the Pacific Maritime 
Association. 

The 218 members of the San Joa- 
quin Medical Society, representing 
92 percent of the physicians in the 
county, incorporated as a founda- 
tion in 1954. Today, foundation 
membership includes 98 percent of 
the physicians in San Joaquin and 
two adjacent counties, Tuolumne and 
Stanislaus, Krantz said. The stated 
goals were formulation of a basis for 
group prepayment of medical care, 
an individual and family prepayment 
program, and the study of methods 
to present the desirable features of 
such a prepayment program to other 
ordinarily ineligible groups in the 
population. In addition, the concept 
was a prior countywide fee agree- 
ment based on and reflecting prevail- 
ing medical practices in the area. 

The foundation is governed by a 
board of directors which also serves 
as the medical services committee of 
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the county medical society. Any 
licensed physician and member in 
good standing of the county medical 
society is eligible to apply for elec- 
tion to participating membership in 
the foundation. 

Krantz said that, to assure posi- 
tive acceptance by the physicians and 
to guard against apathy, the doctors 
reaffirm their membership each year 
by signing a contract. 

The foundation, according to 
Krantz, uses eight insurance com- 
panies, including the California 
Physicians Service, to underwrite 
medical care programs covering 
20,000 people, out of a 200,000 popu- 
lation. The original fee schedule has 
been revised by setting up three fee 
schedules related to the income level 
of a given group. 

In explaining the union’s decision 
to contract directly with the founda- 
tion for medical care, Krantz em- 
phasized the noninsurable services 
given by such a program. “We 
worked jointly with the medical so- 
ciety to establish our own actuarial 
concepts and at the same time satis- 
fied their moral need to use the 
average income of the men in the 
group. The foundation took the risk 
and, in a few instances, the losses 
when our educated guesses on pre- 
miums were not accurate.” 

In citing the advantages of med- 
ical care as supplied by the founda- 
tion, Krantz said physicians are no 
longer bound by actuarial concepts 
that may have lost their applica- 
bility. Continuity of care by re- 
ferral out of the area is assured, as 
referrals are coordinated by the 
foundation. 

Krantz compared the San Joaquin 
experience with the Kaiser Founda- 
tion Health Plan in San Francisco. 
Hospital days per case in San Fran- 
cisco were 13.7 per man for the 1957— 
5S year, 7.4 in San Joaquin, an in- 
crease of 11 percent for Kaiser and 
a decrease of 12.5 percent for San 
Joaquin. Office calls per man were 
3.9 for Kaiser and 38.7 for San 
Joaquin, a decrease of 2 percent for 
Kaiser and a 15 percent increase for 
San Joaquin. 

She said there are now four foun- 


dation programs operating in 14 
counties in California and 6 more 
county medical societies have estab- 
lished foundations. These programs 
were said to vary as to local needs 
and reflect local practices. In some 
programs, patients use credit cards 
provided by a local banking system. 


Farmer in the Dell 
The Doc Picks a Doc 


How does a physician select med- 
ical care for himself and his family? 
Dr. Milton C. Maloney, Dr. Ray E. 
Trussell, and Dr. Jack Elinson of 
Columbia University’s School of 
Public Health and Administrative 
Medicine, Faculty of Medicine, re- 
ported on a survey of the behavior 
of practicing physicians making such 
a Selection. 

Of all professionals, physicians are 
chosen most frequently to make 
judgments with respect to standards 
for estimating the quality of medical 
sare. This study was based on the 
assumption that their most critical 
judgments as to quality of care 
would be exercised in making choices 
for themselves and their families. 

Personal interviews with 468 phy- 
sicians, approximately 88 percent of 
a probability sample of all members 
in good standing of the Medical So- 
ciety of New Jersey, were used as 
a source. Only 40 percent had a 
personal physician, although 9 out of 
10 said everybody should have one. 
And only one-fifth, or 18 percent, 
had seen a physician in the past year 
for any reason. 

Physicians, the authors stated, 
most often choose their family doctor 
from among full-time specialists in 
internal medicine who are diplo- 
mates of the American Board of In- 
ternal Medicine and fellows of the 
American College of Physicians. 
They usually choose him because of 
their knowledge of his technical 
competence; such knowledge is 
based on a long-standing personal 
and professional relationship. 

The surgeon selected by physicians, 
according to the data, is highly 
specialized. He is usually a teacher 
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is never 
Most fre- 
technical 


in a medical school; he 
a general practitioner. 
quently chosen for his 
competence, he is a diplomate of an 
American Board and a member of 
the American College of Surgeons. 
Nine out of ten 
lected to give anesthesia for surgery 
to physicians or of their 
families were also physicians. In 
obstetrics, three-fourths of the anes- 


anesthetists se- 


members 


thetists were physicians. 


Puerto Rico Promotes 
Rural Health Parity 


Disparities in the quality and 
quantity of health and welfare serv- 
ices between urban and rural areas 


are being reduced by an experiment 


in regionalization underway in 
Puerto Rico, according to Dr. Rei- 


naldo A. Ferrer, regional coordinator 
and director of research, Puerto Rico 
Depi irtment of Health. 

The project is designed to develop 
comprehensive and coordinated cura- 


tive public health and welfare serv- 


ices in the Bayamon region, where 
768,500 people live. It is also ex- 


pected that the coordinated services 
will give the consumer at least a 30 
percent greater return than dollars 
used to purchase uncoordinated sery- 


ices, said Ferrer. 
Goals of the experiment are a 
two-way flow of services and tech- 


nical personnel between the 15 local 
health centers in the region and the 
base regional hospital in Bayamon, 
continuing education for all health 
care professionals working in the 
region, and the growth of technical 
consciousness of health and welfare 
needs among the region’s rural and 
urban consumers. 

Ferrer outlined the progress that 
has been made toward each of these 
since the regionalization 
scheme was started in 1956, when the 
Department of Health of the Com- 
monwealth of Puerto Rico 
lished the Regional Office for Coordi- 
nation and Research. 

Although 


goals 
estab- 
in 


legislation passed 


1947 provided for a health center in 
municipal- 


(2 


‘ach of Puerto Rico's 
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ities (384 have been built), and put 
the hospital unit (1 bed per 1,000 
inhabitants) and health and welfare 
units under a single roof, the three 
units in each municipality continued 
to be administered independently and 
lacked specific standards for organ- 
ization and management. 

Consequently, the first task of the 
regional office was to compile an op- 
erating procedures manual that com- 
bined, codified, and amended the 
previous regulations. Standards for 
organization and management for 
each type of service within the 
formerly separate units also had to 
be prepared. Standards for 15 serv- 
ices have now been established, Fer- 
rer said. ‘A Guide for the Opening 
of a New Health Center” was also 
found to be necessary and has been 
issued. 

By 1958, all 15 units in the Bay- 


with a proportionate 
number of former Commonwealth 
Department of Health staff, were 
decentralized to the regional level. 
Ferrer stated that the flow of serv- 
ices and technical personnel from the 
municipal centers to the regional 
base hospital and back to the muni- 
cipality has observably reduced 
inequities in the health and welfare 
services available in rural areas of 
3Jayamon, aS compared with those 
available in metropolitan San Juan. 

With the regionalization now in 
effect, chiefs of clinical services of 
the base hospital regularly visit the 
municipal centers to conduct special 
clinics such as pediatrics or radi- 
or to perform surgical pro- 
cedures. Patients now accept con- 
fidently the local center’s services 
and no longer demand to be sent to 
the base hospital. 


amon region, 


ology, 


Local health centers in the Bayamon Region, Puerto Rico 
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Obstacles in progress toward the 
second goal, continuing education for 
professional persons, have been fi- 
nancial, Ferrer noted. Consultative 
services by the circuit riding chiefs 
of clinical services have not proved 
a satisfactory educational tool for 
the local centers’ physicians. There- 
fore, systematic graduate instruction 
at the base hospital on Saturday 
mornings and longer residencies at 
this hospital are being tried, but 
both are hampered by lack of funds 
to pay substitutes for the absent 
local physicians. 

Initial steps have been taken to- 
ward the third goal, to develop a 
technical consciousness of the needs 
for health and welfare services 
among consumers. Creation of local 
health councils is being stimulated 
by joint efforts of the local center 
staffs and the research staff of the 
regional office. In some instances, 
the councils have been made advisory 
boards with regular meetings and 
increasing responsibilities. 

In one municipality, the aug- 
mented council prepared evaluations 
of community resources and facili- 
ties, communicable disease control, 
maternal and child health, and en- 
vironmental sanitation. They used 
appropriate sections of the APHA 
“Guide to a Community Health 
Study” and the evaluation schedules, 
adapted to Puerto Rican circum- 
stances. Their final reports and rec- 
ommendations were given to the 
medical director of the local center. 
It is planned to apply the evaluation 
schedules to the hospital and wel- 
fare fields, and eventually use them 
in community education of the need 
for these services throughout Puerto 
Rico. 


Consumer-Controlled Care 
Now Permitted In Ohio 


Consumers may now organize and 
control medical care programs 
through closed panels or groups of 
physicians in Ohio, reported Glenn 
Wilson, manager of medical care re- 
search, Nationwide Insurance, Co- 
lumbus. 
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Other departures from existing 
legislation contained in a new law 
effective October 1, 1959, were cited. 
Wilson mentioned that the range of 
health service offered by such a plan 
may now cover physicians’ service 
in the home, office, hospital, and nurs- 
ing home. Nonphysicians’ hospital 
and nursing home care may be in- 
cluded, and dental care as well. 

Wilson said the law provides that 
payments to professional personnel 
by the corporation may be on any 
terms mutually agreeable, and that 
large cash reserves are not initially 
required. Some States require as 
much as $60,000 in cash to start such 
a program. 

Broad power is given by the law 
to the superintendent of insurance to 
license and supervise medical service 
plans. One of Ohio’s legislators, in 
discussing the enactment of the law, 
quoted Victor Hugo, ‘Nothing in the 
world is so powerful as an idea 
whose time has come.” 


Private Patients Get 
Social Services 


Requests for social services for 
private patients come more often 
from the patient or a relative than 
from the patient’s physician, accord- 
ing toa continuing evaluation of such 
requests at Beth Israel Hospital in 
Boston. Mrs. Beatrice Phillips, di- 
rector of the social service depart- 
ment, and Jerry A. Solon, director of 
the medical care studies unit, re- 
ported on this and other early 
findings. 

Any patient, full-paying or medi- 
cally indigent, may experience social 
and emotional effects from illness, 
the authors stated, and this principle 
led to formal arrangements extend- 
ing social services to private patients 
at Beth Israel upon request and for 
a fee. Factors which may deter pri- 
vate patients or their doctors from 
requesting or using social services, 
they said, are lodged in traditions of 
medical practice, social work, hos- 
pital organization, staff relations, 
and general sociocultural practices 
and values. 


Fully one-half of the requests origi- 
nating with either a patient or a 
relative were concerned with home- 
maker arrangements and financial 
need. These difficulties, the authors 
observed, are only infrequently pre- 
sented in requests by physicians. Re- 
quests by physicians were most fre- 
quently concerned with planning for 
discharge of the patient. 

Requests were received in behalf 
of patients with a wide variety of 
diagnoses. Among chronic condi- 
tions, heart diseases and neoplasms 
predominated. Pregnancies account- 
ed for another substantial group. 

Variety also marked the length of 
stay of patients, which ranged from 
3 to 77 days. All age levels were rep- 
resented, including a noteworthy 
number of older patients. 

Many questions are posed for this 
continuing analysis, the authors con- 
cluded, adding that the most basic 
are questions relating to how social 
service is evaluated by physicians 
and patients, and, conversely, how 
social workers look at giving social 
service to private patients. 


Extension Service 
Aids Rural Health 


In teaching farmers good health 
practices, full use of the Cooperative 
Extension Service of the U.S. De- 
partment of Agriculture is advocated 
by Dr. Donald G. Hay and Dr. Evlon 
J. Niederfrank, associated with the 
Department. 

Stating that the function of the 
Extension Service is basically educa- 
tion geared to the needs and prob- 
lems of people iiving on farms, 
the authors underscored the long 
and successful history of this Fed- 
eral educational effort. They also 
stressed the guiding principle of ex- 
tension workers, which they said has 
always been “helping people to help 
themselves.” 

Reflecting what the authors de- 
scribed as the “growing health 
consciousness of the American con- 
sumer,” some of the increasing de- 
mands from the farm community for 
health services were outlined. Home 
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demonstration clubs ask for lessons 
on home care of the sick, a clinic on 
well-baby care, a demonstration of 
farm and home safety, and lessons 
on what to look for in selecting 
health insurance coverage. The 4-H 
clubs want physical examination of 
their members, information on sur- 
veying for farm accident rates, aid 
in encouraging the youth of the com- 
munity to use fully a poliomyelitis 
vaccine clinic. A farmer asks to 
have his dairy herd tested for 
brucellosis. 

Physicians and dentists in private 
practice and public health workers 
were listed by the authors as key 
people in the Extension Service 
health education program. Valid 
information is thus channeled to 
rural residents. As questions are 
raised, the extension staff relays the 
queries to specialists in the field, 
and arranges for dissemination of 
the desired information to the in- 
terested groups. 

Close cooperation between health 
eare personnel, organizations and 
agencies, and Extension 
staffs was urged by Hay and Nied- 
erfrank. They described the exist- 


Service 


ing ties between the Service and 
medical schools in educational lead- 
ership in health care programs, in 
health 
services, and in community-wide ef- 


strengthening community 
forts toward broader use of existing 
resources. As an example of this 
cooperation, the authors mentioned 
a project in cardiovascular disease 
among farmers involving Purdue 
University and using the Indiana 
Extension Service, Indiana Heart 
Foundation, the Indiana University 
Medical School, the State Board of 
Health, and practicing physicians. 
The project is focused on the work 
requirements and improved work 
methods which may be used on a 
farm operated by an identified car- 
diac worker. Possible alternative 
plans for organization and operation 
of the farm business, graded accord- 
ing to the physical capacity of the 
farmer, are planned with and not for 
the impaired worker, they said. 

In 1959, there were full- or part- 
time Extension Service specialists in 
charge of specific health education 
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programs in 18 to 20 States. In 1946, 
there were only three. 


Fresh Concepts Outline 
Medical Care Patterns 


The development of a conceptual 
framework within which various 
patterns of medical care can be 
viewed in a rational, orderly, and 
analytical way was reported by Jerry 
A. Solon, director of the medical 
care studies unit, Dr. Cecil G. Sheps, 
general director, and Dr. Sidney 8. 
Lee, director of clinical services, 
Beth Israel Hospital, Boston. 

In their study, supported by a 
Public Health Service hospital 
facilities research program grant, 
the three concentrated on the out- 
patient department of their hospital, 
but reported that the study methods 
are equally applicable to any medi- 
cal care setting or to the population 
at large. 

The role of the hospital outpa- 
tient department has long needed 
to be reappraised in the light of 
modern conditions, the authors said. 
Medical care used to consist of a 
simple one-to-one relationship be- 
tween the patient and his doctor, 
but scientific specialization and 
growth of many varied types of care 
programs have made medical care 
much more complex today, they 
pointed out. 

In the Beth Israel study, they 
sought to devise a method which 
would give a real sense of patterns 
of use and would relate the part 
played by the outpatient department 
to the total medical care of its 
patients. 

Patients, they found, use a great 
many varied combinations of 
sources of care. Some obtain the 
full range of their care at Beth 
Israel using its outpatient clinics, 
the emergency unit, and occasion- 
ally ward-hospitalization. Other pa- 
tients depend almost entirely upon 
private physicians but come to a 
single Beth Israel clinic for some 
confined purpose. Some use other 
hospitals and clinics. Patients con- 
tinue their uses of the different 
sources in numerous ways. 


The collection and analysis of 
such facts will help to reevaluate 
outpatient departments and assist 
in planning services and facilities, 
Some key concepts of 
patterning have 


they said. 
medical care 
emerged from the study, permitting 
them to obtain a sense of the per- 
son’s pattern out of the maze of 
details. These analytical concepts 
enable them to: 

e Delineate the patient’s “current 
pattern of medical care,” that is, the 
sources of care actually used during 
the past year and the sources he 
plans to use if need arises. 

e Identify his ‘central source of 
care,” for example, the facility or 
physician among these sources most 
important to him, or the source to 
which he looks for his directional 
signals. 

e Describe the “role of his central 
source of care. It might be a gen- 
eral medical function, or a specialty 


service important to his well-being, 
perhaps a cardiologist if he is a 
heart patient, or a psychiatrist, or a 
physician-friend who may not treat 
the patient but will advise him. 

e Finally distill from all this in- 
formation what they call the per- 
son’s “configuration of medical care 
pattern.” This extracts only the es- 
sentials of his pattern of care from 
the whole range of his medical 
services. 

With this framework for delineat- 
ing the patients’ medical care pat- 
terns, it is planned to analyze the 
place of the outpatient department 
in those patterns. 


The Streetcar Named 
Medical Care 


Medical care for members of a 
union can be successfully integrated 
into a community health program, 
according to Walter J. Bierwagen, 
president of the Amalgamated <As- 
sociation of Street, Electric Railway, 
and Motor Coach Employees of 
America. He cited the experience of 
the Transit Employees Health and 
Welfare Fund, established by agree- 
ment between the D.C. Transit Sys- 
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tem, Inc., and the National Capitol 
Local Division 689 of his union, in 
Washington, D.C. 

Prepaid comprehensive medical 
and surgical care and hospitalization 
is now given to approximately 10,- 
000 people, the employees of the 
transit company and their depend- 
ents, under a contract with Group 
Health Association, Inc., which has 
been operating in the Washington 
area since 1937. The contract be- 
came effective April 1, 1959. 

The fund, originally established 
by agreement between labor and 
management in 1952, operates under 
the direction of a board of six trus- 
tees, three from labor and three from 
management. The agreement was 
amended in 1956 to provide for the 
establishment of a union health 
center for medical services as well 
as life, sickness, disability, hospitali- 
zation, and surgical insurance cov- 
erage previously supplied by the 
fund. 

Three major possibilities were 
considered: to contract for ex- 
panded Blue Cross-Blue Shield cov- 
erage; to build and operate a health 
center for members and their fami- 
lies alone; or to contract with Group 
Health Association. The Group 
Health Association was selected as 
the most desirable, Bierwagen said. 
Expanded Blue Cross-Blue Shield, 
he stated, offered limited medical 
coverage and fees were not fixed 
firmly. The idea of a health center 
for members only was given up re- 
luctantly because of delays in giv- 
ing service and difficulties in doctor 
recruitment. 

As for the Group Health Associa- 
tion, a cooperative society with 22,- 
000 members, its current facilities 
were strained and obviously inade- 
quate to handle an increase of 10,000, 
Bierwagen said. Financing was not 
readily available to permit expan- 
sion of these facilities. Participants 
in the GHA program were concerned 
that the quality of medical service 
would deteriorate because the efforts 
of the existing medical staff would 
be diluted and newer, less experi- 
enced doctors added. Medical staff 
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members were concerned by the pos- 
sibility of meeting board require- 
ments in the several States from 
which patients are drawn. 

Nevertheless, medical care serv- 
ice has been accomplished, according 
to Bierwagen, with early evidence 
of success as a result of a com- 
pletely cooperative effort. The 
transit employees’ fund financed a 
labor-management health center as 
an adjunct to the Group Health As- 
sociation in Takoma Park, Md., at 
a cost of approximately $275,000. 
Contract negotiations, although long 
and complex, have been completed. 
Under the contract, extra fees for 
special services such as X-rays, 
basal metabolism tests, physical 
therapy, blood transfusions, and the 
like, the so-called deterrent fees, are 
not charged. The union’s position 
was that these fees depart from the 
basie concept of prepaid medical 
care. 

The fund pays Group Health, 
Bierwagen said, $4.18 for each bene- 
ficiary, adult or child, per month. 
The fund also pays all the mainte- 
nance charges for the new health 
center and is reimbursed by Group 
Health at the rate of 19 cents per 
fund beneficiary per month, the 
amount budgeted by GHA for main- 
tenance of its health facility. An 
active employee with family pays 
the fund $8.33 per month and man- 
agement matches his contribution. 
Lesser contributions are made for 
single employees and by pensioners. 
Although the medical services pro- 
vided pensioners and their families 
are the same as those given active 
employees, the company does not 
match the pensioner’s contribu- 
tion. The contract between the fund 
and GHA is initially for a 2-year 
period, during which time title to 
the labor management health center 
is vested in the fund. Fees and ben- 
efits will be reexamined at the end 
of the first year. 

But Bierwagen stressed that the 
greatest benefit is the pattern of 
faith now emerging among union 
members which permits them to use 
the plan with assurance that medi- 
eal care is fully prepaid. 


Health Insurance Plan 
Analyzes Complaints 


Subscribers to the Health Insur- 
ance Plan of Greater New York, in 
response to encouragement from 
management, have been quick to 
voice dissatisfaction, ask questions, 
and make suggestions on medical 
service, reported George H. Weltner 
and Dr. Walter J. Lear, both asso- 
ciated with the plan. 

Handling subscriber complaints 
against the plan’s medical groups is 
the highly sensitive activity of the 
division of claims and subscriber 
service which Weltner directs. Dr. 
Lear, associate medical director, rep- 
resents the medical department. 

The plan is described by the au- 
thors as a non-profit, community- 
sponsored, insurance company sup- 
plying 550,000 subscribers with com- 
prehensive physicians’ services and, 
for many hospitalized patients, lab- 
oratory, X-ray, and auxiliary thera- 
peutic services. About 1,000 general 
practitioners and specialists in 32 
autonomous medical groups supply 
these services under contract, usually 
in their private offices. 

For more than 10 years, com- 
plaints by subscribers directed to 
the central office of the plan have 
been counted and coded “with the 
obsessive zeal of a hypochondriac 
recording his symptoms,” the authors 
stated. The rate of complaints is 
now fairly constant at 3 a year for 
each 1,000 subscribers. In the first 
2 years, 1947 and 1948, this rate was 
eight and five respectively. 

The most frequent complaints re- 
late to the attitude of physicians 

23 percent of the tetal) and to 
alleged superficial diagnosis and 
treatment (20 percent). Third in 
frequency (17 percent) is coded as 
“refused home call.” Other com- 
plaints are “delayed or inconvenient 
appointments,” ‘failure and delays 
in emergency service,” ‘poor tele- 
phone service and other communica- 
tions problems,” and “wrong diag- 
nosis or treatment.” 

Almost one-half of the complain- 


ing subscribers call a physician not 
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associated with the plan as a sec- 
ondary action and most of these ask 
the plan to pay for the unauthorized 
eall. In 1958, these instances, called 
complaint-claims, represented 43 per- 
cent of all complaints received, the 
authors said. 

An analysis of 1958 complaints by 
the authors showed 58 _ percent 
against family doctors who provide 
44 percent of the physician services ; 
11 percent against pediatricians, 
providing 12 percent of the services ; 
and 31 percent against other spe- 
cialists, providing 44 percent of the 
services. 


Handling of Complaints 


Complaints to the central office of 
the plan average seven each working 
day, Weltner and Lear reported. 
Skillful interviewing by trained sub- 
scriber service representatives fre- 
quently eliminates the need for fur- 
ther action. A transfer to another 
family physician is sometimes useful 
in dispelling possible antagonisms 
against the plan itself. 

jut the complaint-claims, repre- 
senting about 40 percent of all com- 
plaints received, involve requests for 
reimbursement, the authors em- 
phasized, and cannot be resolved by 
conversation. Complete information 
on each complaint-claim is  for- 
yarded to the administrator of the 
medical group concerned. Contract 
stipulations, according to the au- 
thors, require each medical group to 
supply answering reports. Both 
statements (the subscriber’s and the 
group’s) are then reviewed by the 
medical department of the plan and 
the representative assigned to the 
case. If a solution is not found at 
this point, the authors said further 
review is made by obtaining addi- 
tional evidence, the testimony of 
impartial specialists, or by referral 
to a claims committee composed of 
the vice president of the plan, a medi- 
cal department physician, the direc- 
tor of claims and subscriber service, 
the insurance underwriter, and the 
plan’s legal consultant. 

The authors reported that 30 per- 
cent of all complaint-claims are ap- 
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proved, based on administrative 
failures, the assumption that the 
subscriber should be given the bene- 
fit of the doubt when evidence is 
mixed, and, in a few cases, a clear 
conviction that appropriate medical 
care was not given. 


Preventing Complaints 


Thorough orientation of new sub- 
scribers lessens the higher complaint 
rates characteristic of the period of 
early adjustment of prepaid medical 
group practice, the authors believe. 
The authors described meetings held 
before the effective date of coverage 
for new subscribers and welcoming 
talks shortly thereafter. 

Other steps in complaint preven- 
tion outlined were mailing of instruc- 
tional pamphlets by the plan and a 
welcoming letter from the medical 
group which invites the new sub- 
seriber to select a family physician ; 


the policy of tactful interest of the 
subscriber service representatives 
in answering the questions of about 
40,000 customers a year; health edu- 
cation meetings and bulletins; and 
the efforts of the individual medical 
groups to minimize their own com- 
plaint score. 

Complaints, Weltner and Lear 
stated, frequently have constructive 
administrative results. They cited 
the adoption by the plan of a uniform 
schedule of charges for injectable 
drugs and biologicals after numerous 
subscriber complaints about variable 
and “excessive” charges. 

The authors stated in conclusion 
that the voice of the patient, gen- 
erally muffled in the traditional prac- 
tice of medicine, is clearly heard in 
the plan, is recorded, played back 
slowly, analyzed, and often trans- 
lated into practical proposals and 
actions. 


Public Health Nursing . . . 


Public Health Nurses 
Furnish Vital Facts 


Despite difficulties in communica- 
tion, public health nurses brought 
some 400 items of significant new in- 
formation to the attention of the 
New York Hospital staff, according 
to Doris R. Schwartz, public health 
nursing coordinator. 

A systematic study was made of a 
50 percent random sample of refer- 
rals for public health nursing serv- 
ices initiated in the general medical 
clinic over a 1-year period, Schwartz 
reported. This study of 184 cases 
attempted to assess both the public 
health nurse’s usefulness to patients 
as a result of the referral and the 
quality of communication in the 
referrals. 

Information dealing with the pa- 
tients’ ability to function and not 
previously recorded in their charts 
was supplied by public health nurses, 
Schwartz said. Physical symptoms 
were often identified and mental or 
emotional problems revealed. Some 


social problems reported by the pub- 
lic health nurse were referred to the 
social service department. 

Health problems of other mem- 
bers of the household were brought 
to the hospital staff’s attention, and 
many of these persons then came 
under the hospital’s care. Observa- 
tions on the impact of the patient’s 
illness on other members of the fam- 
ily frequently were reflected in the 
physician’s treatment plan. 

Schwartz stated services requested 
were general nursing care; instruc- 
tion in patient care; dressing 
changes, injections, or demonstra- 


tions of exercises; supportive health ° 


supervision; and evaluation of the 
suitability of a home situation. 

In 538 cases, Schwartz recounted, 
101 patients’ problems with which 
the public health nurse might have 
been helpful were described in the 
hospital charts, but they were not 
mentioned in the original referral. 
Discrepancies were noted in 25 in- 
stances between orders written on 
the interagency referral and those 
in the chart. 
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Out of S87 specific requests from 
the public health nurses, the hospital 
answered 43. Although they invari- 
ably returned a written reply with 
other information on it, community 
agencies replied to the query in 67 
of 83 cases, and the hospital re- 
mained without the information in 
16 instances. 

Schwartz described New York 
City’s uniform referral system and 
the forms used. She suggested that 
staff education programs in both the 
hospital and community agencies be 
used to eliminate communication 
difficulties in the use of referral 
forms. 


Research Changes 
Prenatal Classes 


More practice in the physical act 
of caring for babies in prenatal 
classes is recommended by Ethel 
Donny, maternal and infant care 
consultant, and Mabel Reid, statisti- 
cian for the Visiting Nurse Service 
of New York. 

This change in VNS classes re- 
sulted from a study, part of a 
3-year project, to improve the com- 
petence of nurses in work with 
young parents. Questions designed 
to discover what the prospective 
parents were like, how much they 
learned in VNS classes, and how 
they adjusted to their new role as 
parents revealed that attendance 
was lightest among the least 
privileged. 

Classes now are offered only in 
middle-class neighborhoods where 
attendance remains consistently 
high. They found that the women 
who attend classes are relatively 
well educated, have had little or no 
contact with babies, and are in close 
contact with their physicians. 

As a result the classes provide 
additional opportunities for prac- 
ticing baby care to supplement the 
individual baby-bathing practice 
session arranged for each mother 
before or after class. Parents are 
encouraged to diaper dolls rather 
than watch the nurse demonstrate 
different types of diapers. The 
feeding bottle is passed around to 
parents to practice its use. 
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The authors declared they were 
surprised to learn that the terminal 
heating method of sterilization, the 
only method taught in the class, was 
used by only half of the women who 
prepared formula. Now they discuss 
and demonstrate the aseptic method 
as well, stressing cleanliness but de- 
emphasizing sterility. 

Half the women who attended 
classes had difficulty adjusting to 
their new role during their first week 
at home with the baby, and described 
it as an unhappy experience. These 
mothers were particularly upset by 
the baby’s crying. The authors be- 
lieve that a mother who becomes fa- 
miliar with a crying baby in the 
hospital, while she is in a safe situa- 
tion, may not be so disturbed when 
her baby cries at home. 

Instead of suggesting that parents 
hire a housekeeper or infant attend- 
ant, VNS instructors explain the ac- 
tual tasks of a new mother and en- 
courage expectant parents to make 
their own plans for coping with them. 

According to Donny and Reid, 
women who come to classes and their 
babies have private medical care. 
When mothers were interviewed be- 
tween 4 and 8 weeks after delivery, 
the infants had already been seen by 
the physician an average of two 
times since leaving the hospital. An 
average of 3.4 calls had been made 
to the doctor for specific advice, gen- 
erally concerning feeding. In defer- 
ence to doctors’ differences as to 
when solid foods are to be intro- 
duced, the authors said, they con- 
centrate on how to do it. 

Group instruction as they have de- 
veloped it, Donny and Reid stated, 
does not attract parents from the 
lower socioeconomic levels or new 
immigrants, the families with the 
highest perinatal mortality. In 
areas where attendance was consist- 
ently low, prenatal classes have been 
discontinued in favor of more ante- 
partum, home nursing visits. All 
nursing time available for maternity 
work in these sections of the city is 
spent in home visits to encourage 
women to register for early prenatal 
care and keep their clinic appoint- 


ments and to teach good nutrition 
and hygiene, with teaching adjusted 
to each mother’s individual needs. 

With respect to the need, they con- 
cluded that group instruction as an 
alternative to individual teaching, is 
a dubious economy in prenatal edu- 
cation. 


Home Nursing Lightens 
Chronic Illnesses 


Home nursing and other health 
services organized for patients dis- 
charged from North Carolina Memo- 
rial Hospital in 1953 have broadened 
into a demonstration of unusual 
opportunities for limiting disability 
and chronic disease. This con- 
clusion was reported by Dr. Wil- 
liam L. Fleming, Shirley Callahan, 
and Dr. S. L. Warren, respectively 
professor, instructor, and assistant 
professor in the department of pre- 
ventive medicine at the University 
of North Carolina at Chapel Hill. 

Beginning with a teaching grant 
from the Commonwealth Fund, the 
home health service arranged for 
medical students in their fourth year 
to provide medical care to selected 
homebound patients living within 10 
miles of the hospital, and bedside 
nursing services were arranged 
through the district health depart- 
ment. 

As it became known that such 
home services were available, the 
supervising nurse of the service be- 
gan to receive requests for assistance 
to antepartum cases. At the same 
time, demands increased for aid to 
nonmaternity cases, some of them 
outpatients and others on discharge 
from the hospital. 

In light of this demand, in 1955, 
health officers for the State’s 100 
counties were asked if they could 
provide instructions and _ bedside 
nursing services in the homes of dis- 
charged patients, and health officers 
for departments covering 95 counties 
responded. Nearly all offered coun- 
seling services, but their estimates 
of availability of nursing services 
varied considerably. 

Much of the variation resulted 
from their different anticipations of 
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the special services that might be 
required. In practical experience, 
it was found that reasonable re- 
quests for bedside nursing care have 
been seldom refused by a local 
health department. 

Referrals are initiated by any pro- 
fessional person in the hospital, but 
are completed by the attending phy- 
sician and coordinated by the su- 
pervising nurse. 

Although most of the new refer- 
rals, in the range of 2 or 3 a day, 
have been maternity cases, the pro- 
portion of patients with chronic ill- 
nesses on the referral list is rising. 
Of 445 nonmaternity patients re- 
ferred in 1958, 143 had CVR condi- 
tions, 61 diabetes, 31 paraplegia, 30 
neurogenic and mental illnesses, 
and 28 cancer. 

The percentage of referrals for 
home evaluation has also been in- 
creasing. For example, home eval- 
uation is used by the pediatrics serv- 
ice in behalf of the nephrotic or rheu- 
matie child. 

It is believed that home evalua- 
tion can reduce failures to keep 
clinic appointments, disease compli- 
cations, and readmissions. It also 
helps in planning a regimen within 
the patient’s capacity. 

The opportunity for home service 
at the same time makes it practical 
to expedite the discharge of patients 
with amputations, surface ulcers, 
colostomies, tracheostomies, strokes, 
and arthritis. 

The authors of the report recom- 
mended that health departments not 
only place more emphasis on pro- 
viding home nursing services but 
that they also should join with the 
community hospital in providing cer- 
tain laboratory services, such as 
culturing streptococci, so as to assist 
in the correct use of antibiotics. 


Nursing Budget Uses 
Activity Time Data 


Work measurement and perform- 
ance budgeting in public health nurs- 
ing are being used by the bureau of 
public health nursing of the Los An- 
geles County Health Department to 
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support budget requests for nursing 
personnel, reported its director, Olive 
M. Klump. These techniques have 
enabled the bureau to compute the 
anticipated volume of work to be 
performed at the standard which has 
been determined by the professional 
staff. 

In the budget process, Klump said, 
health department nursing services 
are listed in major categories and 
totaled. Nursing time of all district 
nurses reported for each category for 
the period selected for study is tabu- 
lated. The total number of units in 
each category, divided into time con- 
sumed, gives a figure for the average 
time per unit. 

Indirect time, Klump explained, is 
analyzed and tabulated into arbi- 
trarily defined categories which in- 
clude inservice training, supervision, 
public relations, health education, 
cleaning the nurse’s bag, attending 
professional meetings, and prepar- 
ing field, time, and mileage reports. 
Indirect time reported for all district 
nurses for the period studied is to- 
taled, and a percentage ratio of the 
indirect to the direct time computed. 

In projecting budgeted time, in- 
direct time is added to direct time, 
after determining the proportion of 
indirect time to direct time for each 
district. 


Data obtained in this manner have 
been used to indicate the number of 
nurses needed in each existing dis- 
trict, for new districts, and for new 
or changed programs, Klump stated. 
The data also bring out variations 
among districts. As a result, certain 
nursing activities are being reexam- 
ined. 

Klump pointed out that quantita- 
tive appraisal of nursing services 
is not sufficient in itself. Services 
and the time allowed vary with 
need and conditions, and with stand- 
ards of care. When only top pri- 
ority home visits are made and when 
the time per visit is the only consid- 
eration, she said, the volume and 
quality of service will be inadequate. 

Although the budget process is 
quantitative, not qualitative, Klump 
affirmed that’ it does encourage the 
examination of performance stand- 
ards which can be used in conjunction 
with quantitative data. 

The procedure was adapted from 
the field of industrial management, 
but it is patterned after 
study in public administration in Los 
Angeles Klump 
The procedure is practical, acceptable 
to management, and facilitates plan- 


another 


County, declared. 


ning for nursing services, she con- 


eluded. 


Maternal and Child Health... 


Early and Cluster Testing 
Urged for Phenylketonuria 


To wait for initial retardation 
symptoms suggesting phenylketo- 
nuria in infants is to wait too long; 
treatment must begin in early in- 
fancy to avert irreversible brain 
damage, asserted Dr. Willard R. 
Centerwall, Dr. Robert F. Chinnock, 
and Albert Pusavat, of the depart- 
ment of pediatrics in the School of 
Medicine of the College of Medical 
Evangelists, Los Angeles, Calif. 

They advised screening all well 
babies, as in California, where health 


departments participating in well- 
child conference testing are check- 
ing the majority of infants seen by 
health departments in that State. 
Phenylketonuria (PKU), = also 
phenylpyruvie — oligo- 
phrenia, is a recessively inherited 
disorder in the metabolism of the 
amino acid, phenylalanine. It is 
characterized by high phenylalanine 
blood levels and the presence of 
phenylpyruvie acid (a _ phenylke- 
and other metabolites in the 
urine. Infants with PKU are normal 
at birth, but within a few months 
they begin to show signs of mental 


known as 


tone) 
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retardation; and by 2 or 38 years of 
age more than 90 percent of these 
children have progressed to the im- 
becile-idiot level of mental deficiency. 
Between 0.5 and 1 percent of the 
institutionalized mental defectives 
in this country have PKU. Inter- 
polating from this incidence in the 
defective population, it is estimated 
that PKU probably occurs once in 
about 20 thousand live births. It is 
possible that it is even more com- 
mon than this. About 200 PKU in- 
fants are born in the United States 
each year. 

The monetary savings to the tax- 
payers when any such child is 
spared a lifetime admission to a 
State institution for the mentally re- 
tarded is about $100,000 for that one 
child. If each such infant were to 
be discovered early and thus pre- 
vented from becoming mentally re- 
tarded and_ institutionalized, the 
theoretical savings to the Nation’s 
taxpayers for only 1 year’s success- 
ful detection would be in the neigh- 
borhood of $20 million spread over 
the lifetime of these children. 

The bulk of the report discussed 
technical aspects of screening and 
testing. On detecting phenylke- 
tonuria, they suggested, the families 
and physicians should be alerted to 
assure early diagnosis of siblings 
and cousins. Screening mentally 
deficient populations together with 
family orientation and sibling test- 
ing found four new cases in a recent 
3-month period in southern Cali- 
fornia. 


A Central Registry 


A central registry for phenylke- 
tonuria will encourage recognition 
of every case of this disease in a 
given area, in the opinion of Dr. 
Richard J. Allen, assistant profes- 
sor of pediatrics, University of 
Michigan Medical School, Ann Arbor, 
Mich. He urged a _ cross-checking 
system between the family physician, 
the pediatric diagnostic clinic, and 
the State mental institutions so that 
all infant examinations and the 
evaluation of all neurologically de- 
fective children are accompanied by 
routine urine tests to identify phen- 
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ylketonuria. Fifteen patients were 
detected this way in the past 3 years 
in the university’s pediatric depart- 
ment. 

Efforts to detect this disease must 
be simple, easily interpretable, and 
not too costly because present sta- 
tistics indicate phenylketonuria is ¢ 
rare disease. Testing only infants 
in well-baby clinics may require 
many years to identify even a single 
case, depending on the population 
of that clinic. Identifying older pa- 
tients has been a worthwhile study, 
Allen said, since the recent survey 
of State institutions in Michigan has 
detected 34 cases. Family surveys 
may then identify infants with the 
disease at an age when treatment is 
most effective. 

In discussing testing techniques, 
Allen remarked that there are 
several sources of error, particularly 
when using the ferric chloride 
method. False negatives may result 
from insufficient amounts of ferric 
chloride added to the urine while 
false positives may be due to color 
changes associated with various 
drug ingestions. Some errors may 
be avoided by diluting the urine 
specimen with a large volume of dis- 
tilled water before adding ferric 
chloride. In general, the diagnosis 
is easy, particularly with the com- 
mercially prepared paper strips but 
also with chemicals (ferric chloride 
solution) usually found in the phy- 
sician’s office. 


Cystic Fibrosis Strains 
Family Resources 


The increasing numbers of chil- 
dren and young adults with cystic 
fibrosis present difficulties new not 
only to physicians but to their fami- 
lies and communities, stated Dr. 
Dorothy H. Andersen, department 
of pediatrics, Columbia University 
College of Physicians and Surgeons, 
New York City. 

She explained that earlier diag- 
nosis and informed therapy have 
meant prolonged life for patients 
with this relatively common congen- 
ital disease. Twenty years ago, most 


died in infancy with malnutrition 
and bronchopneumonia. Andersen 
called the disease a public health 
concern and explained why the 
patients and their families need 
medical, financial, educative, and 
supportive help. 

In cystic fibrosis of the pancreas 
or mucoviscidosis, many or all of 
the exocrine glands function abnor- 
mally. The glands chiefly affected 
(each in somewhat different ways) 
are the mucous glands of the bronchi 
and nasal passages, the sweat 
glands, and the digestive glands. 
The most common clinical results 
are chronic bronchitis, malnutrition 
or poor weight gain, steatorrhea 
with loss of fat-soluble vitamins, 
and susceptibility to heat prostra- 
tion. Respiratory infection pro- 
duces the most distressing symptoms 
and is the usual cause of death. 

A physician or a clinie familiar 
with the disease, able to instruct 
the child’s mother and provide con- 
tinued support, must supervise the 
immediate care of the patient. The 
child needs a planned diet, daily 
vitamin supplements, salt tablets, 
and, usually, antibiotics of some sort. 

The mother faces many questions. 
Are associations with other children 
in school and at play worth the risk 
of exposure to infection or is isola- 
tion of the child a greater risk? 
How much exercise should the child 
have? How should she explain the 
child’s condition to neighbors and 
relatives? 

The patient, as he reaches adoles- 
cence, wonders how long a life he 
should plan for. Should he marry? 
What kind of work can he do? 

The financial cost of the disease, 
aside from hospitalization expenses, 
has been estimated at $1,000 to 
$1,500 a year for drugs, X-rays, trips 
to the clinic, and high protein foods. 
Families with moderate incomes 
sometimes deprive other members to 
feed the patient, and some sell their 
homes to pay the bills. 

The genetic implications of the dis- 
ease are troubling. Parents face the 
question of having additional chil- 
dren, and the present status of 
knowledge of the disease offers no 
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definite answers. The genetic pat- 
tern of cystic fibrosis is not clear, 
and the basic metabolic defect which 
is inherited is, as yet, unknown. 
Whether dominant or recessive, the 
trait is irregular in penetrance and 
expression. It occurs among sib- 
lings with the frequency of a reces- 
sive trait. Sex distribution is equal. 
Occurrence is not related to age of 
parents, sibling order, or economic 
status. It has been calculated that 
if cystic fibrosis is recessive, 1 in 
20 of our population carries the 
gene, which seems improbable, ac- 
cording to Andersen. 

Frequency of occurrence has been 
estimated as of the order of 1:1,000 
live births. The number of living 
patients or the number of deaths 
annually from cystic fibrosis is not 
known. Babies Hospital in New 
York City sees 50-60 new cases a 
year, is following 250, and Boston 
Children’s Hospital sees about 100 
new cases a year. There were an 
estimated 2,500 hospital discharges 
(1 in 7 discharged by death) with 
this diagnosis in 1957. 

For all these reasons, families feel 
isolated by what seems a unique 
dilemma. They often resent their 
physicians’ lack of knowledge which 
may have delayed diagnosis and are 
frustrated in attempts to obtain as- 
sistance from public agencies. 

Andersen suggested, in addition to 
more research, wider dissemination 
of what is known among physicians, 
schools, and public health agencies. 
Pediatricians and recent medical 
school graduates are best informed, 
but many physicians know little 
more than the name of the disease, 
she said. With informed public 
health centers, school nurses, and 
social service agencies, families with 
affected children might be better pro- 
vided with counsel and support. 
Counseling services for the increas- 
ing number of adolescents and young 
adults would be invaluable, she said. 

Some States have eased the finan- 
cial burden of the disease; for ex- 
ample, in Connecticut the cost of 
drugs and vitamins is borne by the 
State. In many States, the laws ex- 
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clude patients with the disease from 
receiving State aid. 

Additional knowledge is being 
sought. The Children’s Bureau, De- 
partment of Health, Education, and 
Welfare, is studying the occurrence 
of the disease. The National Insti- 
tutes of Health has recently estab- 
lished a research group. The Na- 
tional Cystic Fibrosis Research 
Foundation, organized by parents, is 
raising funds for research and edu- 
cation. Clinics in a number of chil- 
dren’s hospitals are absorbed in the 
medical care of patients and in basic 
research. 


Lower Chloramphenicol 
Dose for Infants 


Factors in the rising neonatal mor- 
tality rate in Baltimore in 1958 in- 
cluded lack of prenatal care, the 
possible existence of a pathological 
agent in hospital or community caus- 
ing febrile illness in mothers, and, 
possibly, excess dosage of chloram- 
phenicol in the newborn, according 
to a recent epidemiological study re- 
ported upon by Dr. M. Kathleen 
Carney, instructor in public health 
administration, Johns Hopkins Uni- 
versity School of Hygiene and Public 
Health. 

Currently, for the first time since 
national mortality statistics have 
been available, there is a nationwide 
rise in neonatal mortality rates. 
The rise in Baltimore, most marked 
among Negro and premature infan's, 
began in 1957, with the rate going 
from 22 per 1,000 live births in the 
preceding year to 26 per 1,000, a dif- 
ference accounting for an excess of 
118 neonatal deaths in 1957. The 
elevation persisted in 1958 and 
through the first 6 months of 1959. 

The Baltimore City Health De- 
partment reported that the increased 
mortality was limited to the neonatal 
period. The death rate per 1,000 live 
births for infants aged 28 days 
through 11 months remained almost 
stationary, and there was also no 
parallel rise in fetal deaths. The 
increase in actual number of deaths 
was most marked at 24 hours 


through 6 days of age. There was 
no rise in natal day mortality. 
Ninety-four percent of the neonatal 
deaths occurred prior to the infant’s 
initial discharge from hospital of 
birth. The rise was not uniformly 
observed in all hospitals of the city. 
Primarily, according to the depart- 
ment, it was a problem of the Negro 
infant. 

The study was made in 1958 at two 
Baltimore hospitals with 50 percent 
of the Negro births in the city. Hos- 
pital A is the municipal hospital, in 
which nearly 40 percent of all Balti- 
more Negro babies are born. Over- 
crowding and understaffing exist on 
both obstetrical and nursery services, 
Carney said. Hospital B admits both 
private patients of staff physicians 
and ward patients who have been 
followed regularly in the hospital 
obstetrical clinic. It also serves as a 
referral agency and receives a con- 
siderable proportion of patients with 
complications and greater prospect 
of poor fetal outcome. Overcrowd- 
ing is not so great here, according to 
Carney. 

In both hospitals, obstetrical rec- 
ords of all mothers experiencing live 
births in the first 4 months of 1958 
were analyzed and compared with 
control periods in 1956, the most re- 
cent year of significantly lower neo- 
natal mortality. All recorded neo- 
natal deaths during the first 9 months 
of 1958 were studied in detail in- 
cluding evaluation of all available 
necropsy data. 

At hospital A, an increase was 
noted in numbers of patients failing 
to obtain the prenatal care offered by 
the city health department. 

Here also was noted an increase 
in incidence of mothers’ postpartum 
puerperal morbidity which may have 
affected the health of their infants. 
Data from the study concerning the 
incidence of fever after delivery led 
to the hypothesis, Carney said, that 
during 1958 there was possibly pres- 
ent in the obstetric department or 
community an agent (perhaps bac- 
terial, viral, or other) which pro- 
duced a febrile reaction in certain 
mothers in the postpartum period 
and may have been responsible for 
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the neonatal death of some of their 
infants. Such an agent was not de- 
tectable by routine laboratory studies 
performed on febrile mothers. 

A change in age distribution of 
neonatal deaths at hospital A with 
an increase in proportion of infants 
becoming ill and dying after the first 
48 hours of life led to investigations 
of antibiotic dosage of all infants 
surviving for 24 hours but dying 
within the neonatal period. Only 
two statistically significant differ- 
ences in antibiotic therapy were 
found between 1958 and the 1956 
control period, Carney reported. 
These involved decrease in use of 
streptomycin in prematures in 1958 
and an increase in use of chloram- 
phenicol in. doses in excess of 5 
mgm./kgm./24 hours in prematures 
in 1958. 

The chloramphenicol dosage was of 
particular interest, Carney said, in 
light of recent renorts suggesting 
that doses in excess of 50 mgm./ 
kgm./24 hours might be toxie and at 
times fatal to small infants because 
of poor ability to convert and excrete 
it. Evidence was insufficient to be 
conclusive on this point, but, Carney 
said, ‘‘there is reason to consider this 
factor a lead.” Since the report, the 
standard therapeutic dose has been 
altered to 20 mgm./kgm./24 hours, 
and coincidently there has been a 
significant decrease in the mortality 
rates of premature infants weighing 
over 1,500 gm. at birth. 

At hospital B, nearly 70 percent of 
the rise of neonatal mortality could 
be explained by an increase in num- 
ber of immature (less than 1,000 
gm.) births and deaths. This is an 
apparent consequence of a particular 
interest in the treatment of habitual 
aborters at this institution, Carney 
explained. There was no evidence 
to suggest any significant increase in 
deaths due to infection or other ill- 
ness acquired in the nursery at hos- 
pital B. 


Economic Status 
Colors Birth Data 


Changes in characteristics of the 
population of the District of Co- 
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lumbia, with relative gains in the 
low income group, clearly reveal the 
impact of economics on birth data, 
according to Dr. Ella Oppenheimer, 
chief of the bureau of maternal and 
child health, D.C. Department of 
Public Health 

Premaiure and illegitimate births 
and neonatal mortality have in- 
creased and prenatal care has de- 
creased in recent years, Oppenheimer 
reported. 

The population of the Washing- 
ton metropolitan area which spills 
over into Maryland and Virginia has 
grown in both white and nonwhite 
components in recent years, and the 
relative proportions have remained 
relatively unchanged. However, in 
the District of Columbia, itself, the 
population pattern has altered. 

The white population, which in 
1950 represented 64 percent of the 
total, now amounts to only 47 per- 
cent of the city’s total. In the same 
period, the nonwhite population has 
increased from 36 percent of the total 
population to 538 percent. 

An important factor in this change 
is income. Of the nonwhite resi- 
dents, 66.3 percent had incomes 
under $5,000 a year, compared with 
30.8 percent of the white residents. 
Of the nonwhite citizens, 31 percent 
had incomes under $3,000 a year, 
compared with 11.6 of the white. 

Estimates in 1957 showed 53 per- 
cent of the nonwhite and 17 percent 
of the white citizens unable to pay 
for hospital care. Even more sig- 
nificant of the economic status of the 
present childbearing population in 
the District, Oppenheimer pointed 
out, are the relative proportions of 
births under private medical care 
and hospital staff cases. Approx- 
imately 60 percent of all births to 
resident mothers, white and Negro, 
are staff cases. For the white births, 
between 18 and 20 percent were staff 
cases; for the nonwhite, more than 
75D percent. 

This lack of funds to pay for pri- 
vate physician care or hospitaliza- 
tion is reflected in lack of prenatal 
“are, Which in turn contributes to 
increases in premature births and 
neonatal mortality. In 1958, with 


12.5 percent of the District of Co- 
lumbia births premature, the per- 
centage for those with prenatal care 
was 10.4 percent; for those without 
prenatal care, 22.7 percent. Neo- 
natal mortality among the nonwhite 
portion of the population is high 
and increasing, Oppenheimer said. 

Program action has not kept pace 
with the need for public services 
brought about by this change, Oppen- 
heimer reported. Although the sit- 
uation is now well recognized and 
steps are being taken to remedy it, 
she said, “the loss which has oc- 
curred is irretrievable.” 


Social Distress 
Invites Premies 


Stress occasioned by depressed 
socioeconomic conditions surround- 
ing the mother may contribute to 
premature delivery and_ stillbirth, 
according to findings reported by 
Helen Wortis, instructor in psychi- 
atry, and Dr. Alfred M. Freedman, 
associate professor of psychiatry, 
State University of New York, down- 
state medical center. 

Wortis and Freedman drew their 
information from the histories of 
mothers of 267 premature infants 
(2,100 grams or less) cared for in the 
premature nursery at the Kings 
County Hospital in 10 months of 
1956-57. The area served by the 
hospital is highly congested and is 
known to have a high incidence of 
premature births. Its population in- 
cludes a large proportion of Negroes 
and Puerto Ricans. Of the mothers 
studied, 80 percent were Negro, 11 
percent Puerto Rican (both white 
and colored but mainly white), and 9 
percent white. The hospital serves 
only the medically indigent. 

As anticipated, the 
studied came from families of low 
income, 71 percent under $4,000 a 
year, 18 percent under $2,000. 
Twenty-three percent of the mothers 
had received no prenatal care; an 
additional 34 percent had not started 
such care until the third trimester of 
pregnancy. Although 61 percent 
lived in their own apartments, many 


mothers 
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had to share kitchen or bath facil- 
ities. Thirty-five percent lived in 
homes where the number of persons 
per room was more than 1.5; 3 per- 
cent had a crowding index of 3.51- 
4.50. 

The predominant symptom of so- 
cial disorganization in this premie 
population was the breakdown of the 
family, Wortis and Freedman said. 
Thirty-one percent of the group 
studied were unmarried. Of those 
who were married, many were sepa- 
rated from their husbands. Family 
breakdown, moreover, was a continu- 
ing pattern, not beginning or ending 
with this generation. Many of the 
mothers had themselves spent their 
childhood in broken homes, and 10 of 
the premature infants (1 in 24 of 
those surviving the nursery) were 
refused by their mothers and dis- 
charged from the hospital to a public 
agency. 

“It is difficult to adequately de- 
scribe the quality of life histories 
which we _ elicited,” Wortis and 
Freedman said, “For most of these 
women the birth of a premature 
child was only one traumatic event 
in a life experience which contained 
many. Their histories were so dif- 
ferent from what we think of as an 
average experience in our culture 
that the nearest equivalents we could 
think of were the vagrant characters 
flitting through Gorky’s Lower 
Depths or Caldwell’s Tobacco Road.” 


Term Controls 


A control group, drawn from the 
same area and hospital, was made 
up of women who delivered at term 
during the same period and included 
representatives of the three ethnic 
groups considered. They could be 
presumed to come from the same 
social class as mothers of the pre- 
Wortis and Freedman 
stated. Although the sample was 
small, no important differences were 
noted in place of birth, education, 


matures, 


source of income, work status at con- 
ception, or length of time in New 
York. 

In interviews with them, Wortis 
and Freedman gained the general 
clinical impression that these women 
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were less tense and upset. Two 
statistical differences 
were noted. The mothers of term 
infants were older (only 10 percent 
under 20 years of age compared 
with 26.5 percent under 20 among 
the premie mothers), and the term 
mothers were more likely to have 
had prenatal care and to have 
started it earlier. Twenty-three per- 
cent of the premie mothers had had 


important 


no prior medical care, whiie only 4 
percent of the term mothers had 
hone. 


Conclusions 

Among the variety of causes found 
for premature delivery, maternal en- 
vironment and social status have an 
bearing, Wortis and 
“Poverty means 


important 
Freedman 
early pregnancy, poor medical care, 
and broken families. In terms of 
individual experiences, it means an 


said. 


accumulation of stressful situations 
which must be alleviated by broad 
programs of social care aimed at 
elevating living standards and elimi- 
nating the social situations which we 
Better nutrition and 
financial = re- 
sources, equal opportunities for ed- 


have observed. 
housing, adequate 
ucation, and maintenance of family 
life and structure are essentials for 
attacking problems of premature de- 
livery as associated with low socio- 


economic status. 


Pregnancy Losses Lower 
In Health Insurance Plan 


Prematurity and perinatal mor- 
tality rates were significantly lower 
among members of a prepaid group 
practice comprehensive medical care 
plan than among the total New York 
City population delivered by private 
physicians. 

Sam Shapiro and Dr. Paul M. Den- 
son of the Health Insurance Plan 
of Greater New York and Dr. Harold 
Jacobziner and Louis Weiner of the 
New York City Health Department 
reexamined a finding reported 2 
years ago (pregnancy loss in HIP 
was lower than that in the general 
population of New York City) by 








limiting their sample to patients de- 
livered by private physicians. They 
also investigated the possibility that 
socioeconomic differentials and the 
greater availability of diplomates in 
obstetrics and gynecology in HIP 
account for the more favorable ex- 
periences in the medical care plan. 

Comparison for 3 years (1955-57) 
showed that prematurity rates per 
100 live births (adjusted for differ- 
ences in age of mother and ethnic 
composition of the groups) are 5.7 
for HIP and 6.2 for patients of pri- 
Adjusted perinatal 
mortality rates per 1,000 single live 
births and fetal deaths (20 weeks 
or more of gestation) were 23.1 for 
HIP and 27.9 for patients of private 
physicians. 

According to the authors, data for 
1955 showed that HIP did not have 
a more favorable distribution of oc- 
cupations (of father) than the pa- 
tients of private physicians and that. 
Within virtually all broad occupa- 
tion classes, HIP had lower prema- 
turity and perinatal mortality rates. 


vate physicians. 


The authors regarded as sugges- 
tive, but not conclusive, these two 
findings: to the extent that occupa- 
tion of father reflects 
nomic status, HIP’s lower rates are 


socioeco- 


not a consequence of this factor; 
perinatal mortality rates for diplo- 
mates in obstetrics and gynecology 
were lower than for other private 
physicians in the city but higher 
than for HIP. However, there is a 
possibility that diplomates in the 
city get more poor-risk cases than 
other private physicians. If so, this 
would affect the comparison with 
iP. 

Aside from the comparisons be- 
tween HIP members and the patients 
of private physicians, the authors 
listed these significant findings for 
the entire city. Even in the highest 
occupation Classes, only a small pro- 
portion of nonwhite and Puerto 
Rican women used private physi- 
cians. The stage of pregnancy when 
prenatal care began was affected by 
status, where the 
mother gets care, and ethnic group. 
In both white and nonwhite groups, 
there were major differences in pre- 
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maturity and perinatal mortality 
rates between general service 
(ward) cases and cases of private 
physicians. 

The authors suggest taking a fresh 
look at differentials in pregnancy 
loss among other subgroups in New 
York City. They propose investiga- 
tions to clarify cultural traits and 
attitudes of population subgroups 
and the influence of these attitudes 
on health practices prior to and dur- 
ing pregnancy. Also, much more 
needs to be known about the man- 
agement of obstetrical care among 
patients of private physicians and 
about the general service cases, 
they said. 


Mental Retardation 
Needs Diagnosed 


Diagnostic data on 431 “mentally 
retarded” children, studied at three 
pilot State diagnostic and parent 
counseling clinics and three cooper- 
ating clinics for 8 months of 1959, 
were presented by Bernard Ferber, 
associate biostatistician, and Dr. I. 
Jay Brightman, executive director, 
New York State Interdepartmental 
Health Resources Board. 

The board was established to 
supply a multidiscipline approach to 
Teamwork by 
professional disciplines is a man- 
date, the authors indicated, in de- 
termining needs and giving indi- 
cated services to a mentally limited 
child. 

Tabulation of information on the 
431 children revealed : 


all health problems. 


e Of the children seen, 57 percent 
were under 6 years of age. 

e Twice as many boys were re- 
ferred as girls. 

¢ Referral sources were 32. per- 
cent, hospital or clinic; 23 percent, 
private physician; 15 percent, fam- 
ily, relative, or friend. 

¢No previous specialized service 
had been given 88 percent of the 
children, and relatively few had re- 
ceived an adequate diagnostic study. 

e Ninety-three percent were = ac- 
cepted and completed the diagnostic 
workup. 
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e Mental retardation was diag- 
nosed in 74 percent of the children, 
13 percent were questionable, and 
14 percent were classified as not 
mentally retarded. ; 

e Approximately 85 percent of the 
services recommended were con- 
sidered available, 15 percent were 
not. 

eOf the children studied, 212 


were of school age; 58 percent of 


Dental Care... 


Diet Studies Explain 
How To Save Teeth 


Two studies of diet, reported re- 
spectively by Dr. Robert L. Weiss, 
Public Health Service, and Mar- 
garet A. Dunham, director of nutri- 
tion, Indiana State Board of 
Health, both found a high associa- 
tion between carbohydrates and 
tooth decay, but with different 
emphases. 

The study reported by Dunham 
found that the decay rate increased 
in relation to the rise in the level 
of carbohydrates in the diet. The 
Weiss study found that frequent 
eating of snacks between meals, 
preponderantly chewing gum, candy, 
soft drinks, pastries, and ice cream, 
is associated with a high def (de- 
cayed, indicated for extraction, or 
filled) index. 

Weiss noted that modern research 
in dental health is guided by two 
hypotheses as to the relation be- 
tween carbohydrates and_ caries. 
One is that the frequency of eating 
carbohydrates, especially foods con- 
taining sugar, influences the de- 
velopment of caries. Second, the 
consistency or chewiness of the food 
is an important factor. 

The study under discussion ex- 
amined 783 children in western 
Tennessee, 5 to 7 years old. Par- 
ents were asked which items of food, 
on a prepared list, had been eaten 


these were attending school, 42 per- 
cent were not. 

e Prognosis, based on ability to 
function ultimately as an adult, was 
nil or poor for 24 percent, guarded 
for 52 percent, and good for 25 
percent. 

Most frequent services recom- 
mended were schooling and training, 
and speech and hearing evaluation, 
including therapy and = casework, 
and counseling. 


by the children on the previous day, 
and how often they had been eaten. 

Specifically, Weiss found that 
there was a direct and consistent 
relationship between the frequency 
of eating between meals and caries 
experience. As the frequency of 
eating between meals increased, a 
corresponding increase was noted in 
the number of def teeth per child. 

Utilization of findings of this kind 
in dental health educational pro- 
grams, Weiss said, will enhance the 
effectiveness of these programs. 
Knowledge relating to between-meal 
eating can be easily understood by 
the public and can be easily applied 
throughout the course of everyday 
living. 

The Indiana study, which sur- 
veyed 222 boys and girls aged 11 to 
14 in 1947, was based on a 7-day 
food-habit study. It also asked 
about the frequency of eating carbo- 
hydrate foods, as well as the total 
milk intake daily. 

This survey found the average 
daily intake of carbohydrates was 
34.15 teaspoons per day. The fre- 
quency was 4.9 times per day, in- 
cluding meals, or 1.9 between meals. 
The average DMF (decayed, mis- 
sing, filled) rate was 3.9. Half 
of the students had some degree of 
inflammation of the gums. Average 
milk intake was 2.67 glasses per 
day. 

In connection with the Indiana 
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study, educational efforts were 
aimed at recommending a good diet, 
with a restriction on carbohydrates, 
and correct cleaning of the teeth 
after eating. 

The dental health education pro- 
gram in Indiana, as described by 
Dunham, includes a cooperative ac- 
tivity conducted by the State Board 
of Health, the Purdue University 
Agricultural Extension Service, and 
the State Dental Association. 

She also described State activities 
for developing nutritional aspects of 
dental health education among pro- 
fessional personnel. 

Inservice training programs for 
teachers, usually consisting of an 
hour’s meeting at a central school 
in the community, begin with a 
platter of snacks, designed to demon- 
strate the attractions of food low 
in refined carbohydrates. Platters 
include apple quarters, orange sec- 
tions, pineapple slices, cauliflower 
bits, celery stuffed with cheese and 
peanut butter, carrot sticks, green 
pepper rings, sliced raw turnips, and 
nuts. Teachers are also offered milk, 
unsweetened fruit punch, and coffee. 

Food surveys are recommended to 
the teachers, as a means of combin- 
ing research and education. 

Teachers are advised to speak in 
the primary grades of groups of 
foods, rather than of specific nutri- 
ents, and to emphasize the value of 
citrus fruits, green leafy and yellow 
vegetables, and milk. Rather than 
advocate special courses in nutrition, 
it is recommended that the subject 
be introduced naturally in connec- 
tion with the established curriculum. 

Two pamphlets used widely in the 
program include “Nutrition and Den- 
tal Health,” published by the Ameri- 
can Dental Association, and 
“Smackin’ Good Snacks,” published 
by the Indiana Board of Health. 


Dental Care Approaches 
Needs of Aged and Ill 


Several papers on the subject of 
dental public health explored the 
needs of the aged, chronically ill, 
and the handicapped, with respect to 
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patterns of care, techniques, facili- 
ties, and personnel. 


Dovetailed Services Urged 

A plea for coordinating all dental 
care activities within the community 
for the disabled and chronically ill 
was offered by Dr. Marvin P. Shel- 
don, dental consultant of the Chronic 
Program, Public Health 
No single community has 


Disease 
Service. 
done this, to his knowledge. 

Sheldon enumerated major condi- 
tions disabling about 5% million 
noninstitutionalized persons in the 
country. Among typical community 
dental resources for them, he con- 
siders the dental society pivotal. 

Hospital dental departments need 
expansion, he said. General hos- 
pitals give a sixth of their beds to 
long-term patients, but only 28 per- 
cent of all hospitals have dental 
services, sometimes only for exo- 
dontia or emergencies. Neither does 
the resident of the average nursing 
home of 20 beds have the dental serv- 
ice he badly needs. 

Organized home care programs, 
now only 53, use dental clinics, some- 
times in a hospital during special 
hours, or go to the patient with porta- 
ble equipment. One city health de- 
partment lends such equipment on 
appointment to members of a coop- 
erating dental society. A portable 
unit including motor and arm, stor- 
age space and drawers, and working 
on ordinary house current is under- 
going field trial, Sheldon reported. 

Community dental activities should 
work as part of existing evaluation 
and diagnostic he said. 
These clinics give disability profiles 
and prognosis for medical rehabili- 
tation and thus give a firmer base 
than dental treatability evaluation 
alone. Sources of financial aid for 
homebound patient projects include, 
according to Sheldon, existing Fed- 
eral aid agreements, private philan- 
thropy, State health and welfare 
funds, and nonprofit insurance 


clinics, 


companies. 
The Kansas City Project 


Community and professional 
leaders, conditioned to the impor- 


tance of dental health for children, 
must be oriented to the value and 
importance of dental health to the 
aged and chronically ill, asserted 
Lewis W. Andrews, director of the 
Kansas City Dental Research Proj- 
ect, Public Health Service. 

The project, established in 1957, 
is carried out in cooperation with 
Community Studies, Ine., and the 
University of Kansas City School 
of Dentistry. Health education 
media have assisted in acquainting 
the community with the purposes of 
the project, that is, to determine the 
nature and extent of dental service 
needs of the aged and chronically ill 
and problems involved in the treat- 
ment. 

As a part of the project, a training 
program for senior dental and dental 
hygiene students has been estab- 
lished. 

Personal contact with administra- 
tors of the original sample of 44 
nursing homes (of a known 84) was 
responsible, in Andrews’ opinion, for 
the good response. Prior recording 
hy dental assistants of patients’ med- 
ical and vital data saved time. 

Three out of ten refused treat- 
ment: “My teeth will hold out as long 
as I will.” “I don’t want to be 
bothered.” ‘You tend to your busi- 
ness and I'll take care of mine.” 
Appointment cards for the 78 percent 
transported to the clinie resulted in 
few broken appointments. About 15 
percent had home treatment and 7 
percent came by ambulance. When 
dental care is completed, reexamina- 
tion follows in 6 months. Also, new 
nursing home residents are added 
continually. 

Out of a roster of 3,000 homebound 
chronically ill, compiled from records 
of voluntary health agencies, hos- 
pitals, welfare agencies, and _ reli- 
gious organizations, 60 percent of 
the 964 selected were available for 
examination. Preplanning and or- 
ganization, as in the nursing home 
phase, brought few refusals. About 
% percent were treated at home, 5 
percent came by ambulance, and a 
few by their own means. 

A total of 2,210 patients with an 
average age of 70 have received 
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dental examinations. Six out of ten 
patients examined needed and could 
be expected to benefit from treat- 
ment. 

Cost and lack of transportation ap- 
pear to be the major blocks to utili- 
zation of dental services. The dental 
profession is interested and willing 
to cooperate in dental programs for 
these patients. 

Whether or not dentures are essen- 
tial for maintaining nutrition of the 
edentulous chronically ill or aged 
patient was among criteria for meas- 
uring dental treatability of such 
patients outlined by Dr. Stanley 
Lotzkar, clinical director of the Kan- 
sas City dental project. 

Other considerations are: 

e The extent and duration of pre- 
vious periodontal disease. 

e Duration of edentulousness, pa- 
tient’s adaptation to it, and his prob- 
able tolerance for dentures. 

e The presence of systemic dis- 
orders affecting healing, such as 
syphilis, diabetes, or arthritis. 

e If partially edentulous, whether 
or not partial dentures will mean 
eventual loss of abutment teeth. 

e Esthetic contribution to the pa- 
tient’s morale. 

Lack of teeth sometimes seems to 
hasten aging, Lotzkar remarked. A 
patient’s positive attitude can over- 
come numerous hurdles; but when 
negative, ideal conditions may not 
help. In treating those maladjusted 
to their physical disability, he ad- 
vised patience, sympathy, and mo- 
rale-lifting attention. 

Lotzkar believes in keeping many 
serviceable teeth, if they are without 
pathology, even though the teeth 
may be mobile. The goal should 
be comfort, cleanliness, and the pa- 
tient’s well-being. 3ecause of the 
effects of drugs such as anticoagu- 
lants, corticosteroids, and insulin, he 
urged consultation with physicians 
before surgical procedures for the 
chronically ill. 

Since neglect of oral hygiene is 
widespread, dental hygienists are 
vital auxiliaries to dental care, in- 
cluding frequent prophylaxis, dental 
health education, and screening. 

Outlining essential features for 
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equipment used in home dental care, 
Lotzkar included use of lightweight 
metals, better operating lights and 
positioning devices, a combined aspi- 
‘ator and air compressor, and sep- 
arate units for surgical, prosthetic, 
operative, or periodontal treatment, 
in a single manageable case. 


The Philadelphia Handicapped 
Workshops for nurses, physicians, 
and parents stressing the need for 
dental care of the handicapped in 
Philadelphia were cited by Dr. Man- 
uel M. Album, lecturer in the Univer- 
sity of Pennsylvania School of Den- 
tistry, as a technique to combat the 
ignorance and apathy he feels is 
slowing the spread of such care. 
Dentists were portrayed as both 
community initiators of such activ- 
ities and educators of hospital, par- 
ent, or other groups interested in the 
handicapped. He believes that par- 


Epidemiology .. . 


Poison Study Indicts 
Careless Storage 


The nature of accidents involving 
poisons or potential poisons among 
children under 5 years, tends to vary 
with age, it appears from an analysis 
prepared by Dr. Howard M. Cann, 
Albert P. Iskrant, and Dorothy S. 
Neyman, all with the Accident Pre- 
vention Program of the Public 
Health Service. But a high propor- 
tion of the incidents occurred with 
poisons outside their usual | con- 
tainers or places of storage. 

Using information obtained since 
1957 from the National Clearing- 
house for Poison Control Centers, 
the authors reviewed more than 
15,000 reports, of which 14,069 were 
classified as poisoning accidents. Of 
these, 90 percent concerned children 
under 5. About 60 percent of the 
14,000 accidents concerned children 
between the ages of 1 and 3. The 


ent groups, welcoming dental proj- 
ects as a step toward total care, will 
help finance dental clinics. 

Album made the point that when 
dental treatment of a handicapped 
patient is required under a general 
anesthetic, it be given only in the 
hospital and that hospital officials 
and attending dentist should know 
each other’s plans and requirements. 
Definite hospital time must be allo- 
sated and respected, he said, adding 
that the dentist should know operat- 
ing room techniques and procedures. 
All such costs in Philadelphia are 
covered on a semiprivate basis by a 
hospitalization plan, he reported, and 
for the indigent handicapped, by the 
Pennsylvania Department of Health, 
in hospitals it certifies. The depart- 
ment also underwrote tuition in 
courses on dentistry for the handi- 
capped given in the University of 
Pennsylvania School of Dentistry. 


highest incidence of poisonings was 
at age 18 to 24 months. 

The younger the child, the more 
frequently the poison was obtained 
outside of its original container: for 
those under 1 year, about half of the 
poisons came from the original box 
or bottle. About a fourth of the 4- 
year-olds found the poisons outside 
their pristine packages. 

The kitchen was the most fre- 
quent site of the incidents, account- 
ing for 40 percent. More often than 
not, the chemicals were outside the 
customary storage place, and outside 
the primary package in one-fourth of 
the kitchen incidents. The bedroom 
was the next most common site. 

Poisons were found most fre- 
quently on top of tables or chests, 
next most frequently in cabinets. 

In 84 percent of the incidents, the 
children were presumably under 
parental supervision. In only 7 per- 
cent of the incidents was the child 
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supervised by another child, or un- 
supervised. 

The 2-year-olds represented 39 per- 
cent of poisoning by external medi- 
cations, and 46 percent of accidental 
by internal 
The next highest frequency of poison- 


poisoning medication. 
ing by medication occurred among 
3-year-olds. 

Chemicals Classed as cleaning and 
polishing agents, petro- 
leum distillates, and paints and sol- 


pesticides, 


vents are particularly hazardous to 
l-vyear-olds, who represent roughly 
half of the cases of poisoning by 
The 2-year-olds 
swallowed these poisons more fre- 


these commodities. 


quently than the 3-year-olds. 

While children in their third year, 
and older, are less inclined than 
their juniors to swallow poisons, they 
show a greater preference for medi- 
More half of the 
poison incidents in this age bracket 
self-administered in- 
although they 


represent only a moderate share of 


eations. than 
resulted from 
ternal medications, 
the total cases of poisoning by medi- 
eations. 

On the other hand, children under 
1 year represent the highest propor- 
tion of poisoning by external medi- 
eations. They also claim the highest 
proportion of poisonings by pesti- 
cides. 

Males are poison victims more fre- 
quently than females up to the age 
of 10 years. After the age of 15, fe- 
males are the more frequent victims. 
predominantly the 
called “‘baby-type,” was the drug of 
half of the incidents of 
poisoning by internal medication. It 
accounted for about 20 percent of all 
No other chemical 


Aspirin, so- 


choice in 


reported cases. 
was reported to have such singular 
prominence. 

The case fatality rate was 2.1 per- 
cent per 1,000 ingestions. For petro- 
leum products it was 10, and pesti- 


cides 3.4. 


Habitual Drinkers 
Highway Hazard 
Addiction to alcohol as a highway 


hazard was one of the factors which 
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led Pennsylvania’s Department of 
Health in 1958 to set up a 
on traffic epidemiology in its divi- 


section 


sion of behavioral problems, accord- 
ing to Dr. C. L. Wilbar, Jr., State 
secretary of health. The medical 
chief of the section has undertaken 
to develop public health factors in 
the establishment of physical and 
standards for licensing of 

In this connection, he is 


mental 
drivers. 
acquiring data on the influence of 
alcohol on driving ability and study- 
ing records of accident repeaters. 
Although alcohol in the blood- 
stream of a driver, passenger, or 
pedestrian has been incriminated as 
a major factor in highway injuries 
and Dr. Wilbar remarked 
that punitive and educational activi- 
ties seem not to have been effective 


deaths, 


in discouraging the mobile drinker. 

The literature available on the 
subject, slender though it is, he said, 
indicates that the habitual alcoholic 
rather than the casual drinker is the 
major offender. In confirmation of 
this conclusion, he said, of 241 pa- 
tients treated for alcoholism in a 
State mental hospital in Pennsyl- 
vania, 12 within 4 years before ad- 
driving 
AS 


alcoholics had 


mission convicted of 


under the influence of alcohol. 


were 
a percentage, these 
17 times as many such convictions 
as the general population of drivers. 

Restriction of licensing, rather 
than revocation, he said, is the rec- 
ommended policy for regulation. 

In preparing drivers’ licensing 
standards for the State department 
of revenue, the health department 
has enlisted support of subcommit- 
tees of the State medical 
dealing with general medicine, car- 


society, 


diovascular diseases, neurologie dis- 


orders, visual standards, auditory 


standards, standards, 
mental health, and drugs and chemi- 
were em- 
New York 
accident 


orthopedic 


eals. These categories 
in a 


symposium on 


ployed originally 
University 
prevention in December 1956. 
Other sources of reference used in- 
cluded the American Medical As- 
sociation guide on determining fit- 
ness to drive a motor vehicle, and 
testimony before the Subcommittee 


on Traffic Safety, Committee on In- 
terstate and Foreign Commerce of 
the House of Representatives of the 
S4th Congress, 1956. Except for cer- 
tain psychological recommendations 
still under development, and certain 
standards for the 
mendations of the medical society 


vision, recom- 
have been 
Different 

senger transport operators, commer- 


approved in principle. 


standards apply to pas- 
cial operators, and private automo- 
bile drivers. Physical examinations 
for drivers are recommended on ap- 
plication and thereafter at the ages 
of 30, 40, 50, 60, and every 5 years 
thereafter. 


Skin Radiation 
Reappraised 


Fifty board-certified dermatolo- 
gists collaborated in a survey organ- 
ized by Dr. David Goe Welton, Char- 
lotte, N.C., and Prof. Bernard Green- 
berg, School of Public Health, Uni- 
versity of North Carolina, in a 1958 
study of the use of ionizing radiation 
for treatment of skin conditions. 

With records of 27,000 visits by 
patients, it was learned that ioniz- 
ing radiation was used to treat al- 
most a fourth of the conditions diag- 
nosed. The 12 diagnoses most often 
treated by radiation were keloid, ano- 
genital pruritis, neurodermatitis ano- 
genital, other localized neuroderma- 
titis, eczematoid dermatitis, dyshid- 
epithelioma, chronic derma- 
venenata, fungus infections, 
all types of acne, and 
herpes zoster. Radiation in- 
crease gradually with the age of the 
patient. 


rosis, 
titis 
psoriasis, 


uses 


A rather consistent uniformity of 
opinion was found as to the specific 
diagnoses for which radiation ther- 
apy should be used. The number of 
these conditions is considerably less 
than it was 10 years ago. 

It was concluded that the selective 
use of radiation and the application 
of devices for increased protection 
of the patient support the belief that 
“there is no threat to the public 
health” from the use of ionizing radi- 
ation by dermatologists. 
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Toxoplasmosis Prefers 
Man to Mouse 


The sea around us, according to 
Don Eyles, Public Health Service 
scientist, may be toxoplasmosis, per- 
haps the most frequent parasitic in- 
fection of this world. 

Although widespread in man and 
many other warm-blooded animals, 
only in the last generation has hu- 
man toxoplasmosis been recognized. 
Most adults carry antibodies which 


probably indicate prior experience 
with the infection. Eyles said there 
is little reason to doubt the specificity 
of the dye test which supports this 
estimate of prevalence. 

Nevertheless, the mode or modes of 
transmission of the parasite, a pro- 
tozoan of uncertain affinities which 
grows intracellularly in a variety of 
tissues, is unknown. Infections are 
usually benign, he said, but are occa- 
sionally severe and even fatal. 

The only epidemiological charac- 


teristics of the disease suggested by 
Eyles apply to temperature, mois- 
ture, and family. No clear-cut eco- 
nomic, social, or environmental fac- 
tor has been established, however. 

Eyles suspects that studies of ani- 
mals may provide the best clues to 
the disease. For example, he men- 
tioned cats as having a high preva- 
lence, whereas laboratory’ mice, 
which are quite susceptible to the 
parasite, rarely have spontaneous in- 
fections. 





Seasonings and Flavorings Safe for Use 


Safety clearance of most of the natural 
seasonings and flavorings that the housewife 
uses in her kitchen and of many others that go 
into her packaged foods was provided in a 
food additives regulation issued by the Food 
and Drug Administration in January 1960. 
More than 150 naturally derived seasonings 
and flavorings are listed as safe for use in 
food on the basis of the findings of qualified 
experts throughout the country. 

Cinnamon, cloves, nutmeg, thyme, and 
vanilla, are included as well as those familiar 
to the gourmet or the commercial food proces- 
sor such as coriander, mace, savory, and ex- 
tracts of balsam of Peru, spike lavender, wild 
cherry bark, and ylang-ylang. 

The list was developed from the comments 
of food scientists on an original list of natural 
flavors published in the April 21, 1959, Federal 
Register. Manufacturers who use these flavors 
need not furnish further proof of their safety. 

Information on safe usages for seven flavor- 
ing substances is not sufficiently well estab- 
lished among qualified experts to permit a 
formal determination by the Food and Drug 
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Administration that they are “generally recog- 
nized as safe.” These are quinine, red and 
yellow cinchona barks from which quinine is 
derived (all three are used in so-called “tonic” 
carbonated water), two forms of orris root 
(having minor food use as a supplemental 
flavor), and wintergreen and methy] salicylate 
(chemically identical forms of the same 
flavor). 

Wintergreen and methy| salicylate have been 
used in confectionery for many years and 
there is no evidence that the very small 
amount required to flavor candy is hazardous. 
However, the agency has deferred a determina- 
tion on their safe use until additional data 
from current laboratory studies of methyl 
salicylate are available, possibly in a year. 
Meanwhile, action will not be taken against 
candy or other foods flavored with methyl 
salicylate or oil of wintergreen in the amounts 
customarily used for these substances. 

Concerning quinine, cinchona, and orris as 
flavorings, it is expected that levels of safe 
usage will be established by regulations issued 
in response to petitions from interested users. 
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of heii ce public health 


Alcoholics employed in the trans- 
portation industry as locomotive en- 
gineers, as pilots, or as truck or bus 
drivers are a public hazard, says Dr. 
Marvin A. Block, in an editorial in 
the Journal of the American Medical 
August 29, 1959. He 
cooperative efforts by 


Association, 
recommends 
labor, management, and medical so- 
cieties to exclude heavy drinkers 
from these and other positions where 
or faulty judgment due 
endangers the lives of 


inaccurate 

to alcohol 

passengers. 
» « 

Only 42 days of eye irritation due 
to smog in the first 8 months of 1959 
reported from Angeles 
County compared with 51 days in the 
comparative period of 1958, and 61 
days in 1957, although the weather 
in 1959 was more conducive to smog 
than in the past. County supervisor 
Warren M. Dorn feels that current 
control measures account for the im- 
provement. However, air pollution 
experts agree that significant gains 
cannot be achieved until control of 
exhaust fumes is 


were Los 


automobile 
possible. 
» « 
“You’re on your own if a national 
warned Dr. Car- 


emergency occurs” 
ruth J. Wagner, acting as spokes- 
man at a recent joint meeting of the 
Disaster Medical Care Committee of 
the American Medical Association 
and the Division of Health Mobiliza- 
tion of the Public Health Service. 
Survival after a thermonuclear at- 
tack would depend upon the individ- 
ual’s ability to take care of himself 
for a pericd anywhere from 18 hours 
weeks, Dr. Wagner = said. 
“Everyone should know how to per- 


to 2 
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form lifesaving measures to stop 
bleeding, give artificial respiration, 


and treat shock,” he continued, add- 
ing that people must also know how 
to assure themselves and their fami- 
lies of safe water and food supplies, 
general nursing care, and personal 
shelter and sanitation facilities. 

The AMA committee requested the 
meeting as part of a series of brief- 
ing being. scheduled 
throughout the United States. Dr. 
Wagner is chief of the Division of 
Health Mobilization, Public Health 
Service, which was established May 
1, 1959, for the purpose of investi- 
gating the health and medical needs 
of the Nation in time of emergency 
and directing a program to meet 
these needs. He explained that his 
statements were premised on the 
capabilities of modern weapons to 
cause millions of casualties and to 
completely disrupt all materials and 
facilities involved in day-to-day 
living. 


sessions 


» « 


In December 1959, California 
courts ordered a chemical company 
to pay the State $13,369 as a penalty 
for killing game fish by water pollu- 
tion. The suit was the first brought 
by the Department of Fish and 
Game. 


» « 


Career opportunities in health 
brought to the attention of 
and college students, 
guidance advisers, and parents last 
November in Pennsylvania. 


were 


high school 


The project was co-sponsored by 
the Pennsylvania 
Health, 
ciety and its auxiliary, the Pennsyl- 


Department of 
Pennsylvania Medical So- 


vania Public Health Association, the 
Pennsylvania Health Council, and 
other State and local health agencies. 

Governor David lL. Lawrence 
signed a proclamation. News arti- 
cles, television spots, and radio an- 
nouncements were distributed to all 
newspapers, and television and radio 
stations. Community activities in- 
cluded panel discussions at school 
assembly programs, community meet- 
ings, and parent-teacher association 
meetings ; distribution of printed ma- 
terials ; announcements during school 
sports events; tours through hos- 
pitals, water supply systems, and 
health centers; reports in school 
newspapers; and the formation of 
health career clubs. 


» « 


In the Soviet Union, one-half of 
the engineering students and one- 
third of the scientists and engineers 
are women. 

Only about 8 percent of all of the 
scientists and engineers in the 
United States are women and 85 per- 
cent of them are concentrated in the 
three of biology, chemistry, 
and psychology. 

These figures were cited by Betty 
Lou Raskin, research associate with 
the Johns Hopkins University radia- 
tion laboratory, in urging more en- 
couragement and acceptance’ by 
Americans of women in science. 


fields 


» « 


Professional nurses from every 
State and Puerto Rico received Fed- 
eral aid during the past 3 years for 
advanced training for administra- 
tive, supervisory, and teaching posi- 
tions, the Public Health Service has 
announced. <A total of 3,803 have 
benefited. 

Slightly more than half the train- 
ees each year were preparing for 
teaching positions, both in schools of 
professional nursing and schools of 
practical nursing. About one-fourth 
were studying for positions in ad- 
ministration, and the remaining one- 
fourth for supervisory posts. 


» « 


Carbon monoxide from the stacks 


of a steel mill in Weirton, W. Va., 
last September hospitalized 13 her- 
sons a block away. 
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Poliomyelitis Immunization House to House 


WILLIAM A. ALLEN, M.P.H., AND MICHAEL J. BURKE, M.A. 


HAT results can be obtained by a house- 
to-house poliomyelitis campaign among 
“hard-to-reach” groups ? 

This question had been raised a number of 
times by staff members of the Philadelphia De- 
partment of Public Health. When in the sum- 
mer of 1959 it appeared that immunization was 
lagging in sections of the city where poliomye- 
litis incidence was highest, it was decided to 
conduct a house-to-house program through the 
use of four mobile teams. 

A number of extensive immunization pro- 
grams had been conducted in prior years in 
Philadelphia. As in many other communities 
throughout the country, the poliomyelitis im- 
munization program was initiated in April 
1955, as soon as the Salk vaccine was released. 

The first phase was directed toward inocula- 
ting children in the first and second grades of 
public, parochial, and private schools. From 
the inception of this program, there was excel- 
lent cooperation between the Philadelphia De- 
partment of Public Health and the medical 
divisions of the public and parochial schools. 

Kvery year since 1955, the schools have con- 
ducted intensive inoculation programs with 
vaccine furnished by the health department. 
Age restrictions were gradually modified so 
that, eventually, the immunizations were made 
available to children in all grades. The health 
department provided the personnel for the ad- 
ministration of the parochial school program. 
The public schools, however, supplied their own 
personnel for their program. 








Mr. Allen is director of the division of health edu- 
cation and Mr. Burke, statistical epidemiologist, 


Philadelphia Department of Public Health. 
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All vaccine used by the schools in 1955, 1956, 
and 1957 was supplied by the health depart- 
ment either through its own budget or by allo- 
cation from Federal or State sources. In 1958 
and 1959, however, in addition to the city sup- 
ply, the Philadelphia Chapter of the National 
Foundation gave the department 100,000 cc. of 
vaccine, some of which was used by the schools. 
In the spring of 1959, the public schools pur- 
chased additional vaccine for their use. 

In the summer of 1956, again with the co- 
operation of the schools, the health department 
organized 10 teams, 1 in each of the 10 health 
districts into which the city is divided. These 
teams moved from one school to another each 
day. They inoculated 110,000 children. The 
teams worked in 113 public and _ parochial 
schools immunizing children under 15 years of 
age and expectant mothers. By working 
through the schools to bring the program to the 
people in their neighborhoods, great numbers of 
previously unvaccinated persons were reached. 
At the same time, daily inoculations were given 
in the health centers. 

In 1957 the health department, the Hospital 
Council, and the Philadelphia County Medical 
Society jointly conducted inoculation clinics 
in 10 private hospitals strategically located 
throughout the city. These clinics were held on 
4 Saturdays selected so that an individual could 
receive at least two inoculations. 

Members of the county medical society volun- 
teered their services to staff the clinics. Volun- 
teer clerical workers from the local chapter of 
the National Foundation and hospital and 
health department personnel completed the 
clinic staffs. During this phase of the program, 
which provided immunizations for persons 40 
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years of age and under, almost 75,000 persons 
were inoculated. 

On the first Saturdays of February and 
March 1958, inoculations were offered at 10 
public and parochial school sites to persons 
through 40 years of age. Vaccine, as well as a 
number of volunteer workers, was supplied by 
the local chapter of the National Foundation. 
Most of the staff, however, came from the health 
department. Because inclement weather lim- 
ited the total number immunized to less than 
40,000, the health department had a large 
amount of unused vaccine. The department 
made it available to universities, colleges, semi- 
naries, professional schools, and technical and 
vocational schools. 

In the summer of 1958, daily inoculation ses- 
sions were held in district health centers for all 
persons 40 years of age and under. Night ses- 
sions for persons in these age groups were con- 
ducted during August, September, and October. 

In all of these programs the department 
noted that the response was poorest in areas of 
the city having the lowest economic standards 
and the most congested living conditions. 

Since 1955, Salk vaccine has been distributed 
upon request to hospitals for their prenatal and 
pediatric clinics. In 1959, for example, vaccine 
was distributed to 36 hospitals and to private 
physicians for the inoculation of their patients 
who could not afford the cost of the vaccine. 
The hospitals and the physicians were required 
to submit a form for each inoculation adminis- 


tered, 


FREE POLIO SHO) 


DEPT. OF PUBLIC HEALTH 
, NAT'L. FOUNDATION 


Mobile teams traveled in loudspeaker-equipped 
station wagons, which also carried supplies 
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Despite all efforts to raise the immunization 
level of the city to a satisfactory level, 77 cases 
of poliomyelitis, including 2 deaths, occurred 
in 1958. This represented a sharp rise over 
the previous year and was the greatest number 
of cases recorded in the city since pre-Salk 
days. In 1954, there had been 228 cases. The 
number of cases in 1955 was 42, and in 1956 the 
number declined to 16. In 1957, only 10 cases 
were recorded in the city. 

Of the 77 cases which occurred in 1958, 39 
cases, or 50.7 percent, were in health districts 
5 and 6, which had an attack rate of 9.1 per 
100,000 population. In comparison, the remain- 
der of the city had 38 cases, or 49.3 percent, an 
attack rate of 2.1 per 100,000. The overall at- 
tack rate for Philadelphia was 3.5 per 100,000 
population. 

Late in 1958, the department reviewed the 
effectiveness of the various immunization pro- 
grams which had been undertaken. Based 
upon statistical data gathered from school pro- 
grams, special programs, and district clinics, 
estimates were made regarding the general im- 
munization status of the city. It became ap- 
parent that additional efforts were needed to 
motivate residents in health districts 5 and 6 
to protect their children and themselves against 
poliomyelitis and to prevent the possible de- 
velopment of an epidemic in the city. 

Districts 5 and 6 are bounded by the Dela- 
ware and Schuylkill Rivers and extend from 
Vine Street on the south to Lehigh Avenue on 
the north. They are characterized by substand- 
ard housing, low incomes, and a greater in- 
cidence of other diseases such as tuberculosis 
and venereal disease. These districts also have 
au higher infant mortality rate than the city as 
«a whole and many other social and economic 
ills. 

Because of the apparent failure to gain re- 
sponse in these districts to the previous inocula- 
tion campaigns and the upsurge of poliomyelitis 
incidence in 1958, most of which occurred in 
this area, the health department decided to 
direct. its attention to methods aimed at the 
“hard-to-reach” groups. 

Accordingly, early in 1959 special methods 
were used. Thousands of specially designed 
leaflets and posters were distributed, volunteers 
visited homes in the neighborhoods, and sound 
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A crowd forms around a team giving inoculations on a Philadelphia street corner 


trucks toured the neighborhoods announcing 
the free inoculations in the clinics. <All of 
these efforts were directed at getting residents 
to come to the established clinics. 

Because of the wide variety in the back- 
grounds of residents of the city including eco- 
nomic, cultural, and ethnic differences, a num- 
ber of different motivational approaches were 
used, especially among the “hard-to-reach” 
groups. 

Within a few weeks it was evident that this 
program, aimed at providing free inoculations 
to children under 7 years of age and expectant 
mothers, was lagging despite the intensive ef- 
forts to encourage residents to participate. 

With the poliomyelitis season approaching 
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and realization that the “hard core area” had 
not been reached adequately, plans were made 
to bring the program to the people through the 
use of mobile teams operating on a door-to-door 
basis in districts 5 and 6. 

Several planning meetings of representatives 
from public health nursing, epidemiology, 
health education, and other divisions were held 
to pave the way for the kickoff of the new 
program, 

Four teams were organized to work in these 
districts. The teams traveled in station wagons 
which were equipped with vaccines, syringes, 
and other supplies. Banners announcing the 
free injections were prominently displayed on 
the vehicles, and loudspeakers were mounted on 
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At the district health center the teams laid final plans for the evening’s operations 


the roofs. Personnel for each team consisted 
of a physician to give the injections, a public 
health nurse to go from door to door to tell 
residents about the availability of the inocula- 
tions and to answer questions, a graduate nurse 
to fill syringes and assist the physicians, a 
health educator to organize in advance and co- 
ordinate a volunteer corps to assist in the home 
visits, a clerk to register persons requesting 
inoculations, and a disease control investigator 
or sanitarian to drive the station wagon and to 
make announcements over the loudspeaker. 

The local chapter of the National Founda- 
tion supplied funds to rent sound equipment 
and produce the tape recordings which were 
used in addition to live announcements. A 
well-known soft drink company provided con- 
tainers to refrigerate vaccine, and a sound 
equipment company provided additional loud- 
speakers. 

The newly constructed health center in dis- 
trict 6 was selected as headquarters for the pro- 
gram. This center has an excellent physical 
plant with adequate storage facilities. It has 
a large parking lot which permits easy loading 
of vehicles, and in addition, it is convenient to 
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good transportation facilities to all parts of 
the city, which facilitated the travel of persons 
stafling the program. 

The house-to-house program was initiated 
July 6 and continued through September 11. 
Hours of operation were between 5:30 and 7:30 
p-m., Mondays through Fridays. Because 
teams continued to work until everyone wish- 
ing an injection had been immunized, the teams 
frequently did not return to the headquarters 
until 9 p.m. 

In order to speed the registration procedure, 
no forms were filled out for adults. For chil- 
dren under 21, it was requested that parents 
complete a parental consent form. When par- 
ents were unable to come to the mobile unit, 
children were given a parental consent form 
and were immunized when they returned the 
completed forms. 

When the house-to-house program began, im- 
munizations were offered only to children under 
7 years of age and expectant mothers. Be- 
cause of the difficulty of limiting the inocula- 
tions to this age group, the program was ex- 
panded to provide immunizations for persons 
of all ages. 
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In the actual operation, a team sometimes 
proceeded along a particular street, stopping 
often to give injections. Frequently, however, 
it was more advantageous to park the vehicle 
for long periods and administer the vaccine 
from a strategically situated parking lot or 
street corner. 

During the 10 weeks that the program was in 
operation, 37,879 individuals were inoculated. 
Of this number, 21,326, or 56.3 percent, received 
their first inoculation; 7,297, or 19.3 percent, 
their second ; 5,348, or 14.1 percent, their third; 
and 3,908, or 10.3 percent, their fourth. By 
age distribution, 12,363, or 32.6 percent, were 
under 7 years of age; 6,777 or 17.9 percent were 
7 through 14 years; 1,823 or 4.8 percent were 
15 through 18 years; and 16,916 or 44.7 percent 
were 19 years of age or older. 

Since more than 75 percent of the inoculations 
were given to preschoolers and to persons more 
than 19 years of age, the program was effective 
in reaching susceptible age groups as well as 
groups in which the immunization level was 
considered to be extremely low. 

Although it is felt that the house-to-house 
approach was successful in immunizing many 
people who would not otherwise have been 
reached, several disappointments were encoun- 
tered. During the campaign, eight cases of 
paralytic poliomyelitis and one nonparalytic 
case occurred in Philadelphia, all of them in 
health districts 5 and 6 where the mobile teams 
were operating. The fourth, fifth, sixth, 
seventh, and eighth cases occurred almost within 
the shadows of the mobile units. None of the 
persons with the disease had availed themselves 
of the vaccine. 

The success of the campaign, however, is 
indicated by the fact that the incidence of polio- 


. . . and in New York City 


Two mobile clinics began giving free poliomyelitis 
inoculations in August 1959. The clinics, set up in 
trucks loaned by the city’s civil defense office, oper- 
ated from 1 to 6 p.m. for 10 weeks and moved to a 
new location each day. Above: At 125th Street and 
Lenox Avenue health department staff members 
register those to be vaccinated. Right: Harlem 
children wearing sandwich boards help to publicize 
the clinic’s visit in their neighborhood. 
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myelitis in Philadelphia in 1959 was approxi- 
mately 73 percent under the incidence for 1958. 
For the Nation as a whole the incidence of polio- 
myelitis was up almost 42 percent in 1959. 

it seems evident that the house-to-house ap- 
proach, by providing immunizations for “hard- 
to-reach” groups in their neighborhoods, played 
a prominent part in cutting the toll of poliomy- 
elitis in Philadelphia. 


Summary and Conclusions 

Since 1955 when the Salk vaccine was re- 
leased, the Philadelphia Department of Public 
Health has conducted a continuing poliomy- 
elitis immunization program which has had a 
number of different phases. Cooperating in 
these various phases have been the public and 
parochial schools, the Philadelphia County 
Medical Society, the hospitals, and the local 
chapter of the National Foundation. 

During the program, many of the well- 
established techniques to motivate residents to 
become inoculated were used. ‘The department 
staff noted that, although response to various 
phases of the program was great in many higher 
income areas of the city, the response in certain 
of the lower income, highly congested areas 
was almost invariably poor. 

Although the incidence of poliomyelitis was 
relatively low in 1955, 1956, and 1957, an up- 
surge of the disease occurred in 1958 when there 
were 77 cases, including 2 deaths. An analysis 
of the immunization situation made by the de- 
partment staff late in 1958 led to the conclusion 








that a renewed effort was required to increase 
participation in the program among the resi- 
dents in health districts 5 and 6, the area in 
which most of the 1958 victims lived. 

A special program was instituted early in 
1959 to encourage the groups most susceptible 
to poliomyelitis to become immunized at the 
regular health department clinics in districts 
5 and 6. 

When this program lagged in the spring of 
the year, the health department staff, realizing 
that adequate immunization had not been 
gained and faced with the threat of a possible 
epidemic or outbreak, organized a special house- 
to-house immunization campaign in which mo- 
bile teams toured the neighborhoods in health 
districts 5 and 6 for a 10-week period, July 6 
through September 11. 

During this effort, 37,879 persons were im- 
munized. The results of the house-to-house 
campaign revealed that this type of direct ap- 
proach, particularly to groups which do not 
respond to the usual approaches, can be of 
great. value in increasing participation in im- 
munization programs. Of the people respond- 
ing to the campaign, the majority were in the 
age groups most susceptible to poliomyelitis 
and in which the immunization level was par- 
ticularly low. 

Detailed planning and close cooperation of 
all health department organizational units, as 
well as close cooperation with groups in the 
community, are essential in any program of 
this type. 


Kurlander, Assistant Surgeon General 


Arnold B. Kurlander, M.D., formerly deputy chief of the Bureau of Med- 


ical Services, Public Health Service, has been named Assistant Surgeon 


General. 


He will assist the Surgeon General on current program matters, 


facilitate communications between the four bureaus of the Service and the 
Surgeon General’s office, and expedite the handling of program aspects of 


operating problems. 
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ROBABLY the most prevalent bacterial 
pharyngitis of humans today is that caused 

by beta hemolytic streptococci of group A. 
The clinical diagnosis of such an upper respir- 
atory infection, although reasonably good in 
some instances (7), depends on a clinical pic- 
ture which is not characteristic in all age 
groups (2,3). Adjunct laboratory aid, by iso- 
lation of the causative organism, is therefore 
valuable in determining and evaluating therapy 
and its duration and is a necessity for intelli- 
gent control and prophylaxis. The latter meas- 
ures apply not only to the streptococcal 
infection, but even more importantly, to the 
nonsuppurative sequelae of rheumatic fever 
(4) and acute diffuse glomerulonephritis (4). 
Procedures for isolating bacteria are not 
available to the average physician or to health 
officers in some areas. Even when these pro- 
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cedures are available, methods of transporting 
pharyngeal materials to a laboratory are cum- 
bersome and do not always assure the arrival of 
viable bacteria. To obviate some of these dif- 
ficulties, a method for mail transport of throat 
swabbings on sterile filter paper in enclosed 
kits was recently developed (6). The method 
appears reliable for use in the diagnosis of 
group A streptococcal infection: beta hemo- 
lytic streptococci, 80 percent of which were of 
group A (7,8), were recovered by culture after 
2 to 10 days in transit on the filter paper strips 
(FPS). The results of testing more than 2,500 
children compared favorably with those ob- 
tained from immediate culturing, by usual 
techniques, of simultaneous paired control 
swabs. 

The present study was made to test further 
the FPS method for reliability, reproducibility, 
effects of transport distance, and other factors 
on the isolation of beta hemolytic streptococci 
from pharyngeal swabs. 


Clinical Material 


A total of 400 paired throat swabbings were 
supplied by three source laboratories, W, X, 
and Z, located in California. Laboratories W 
and X obtained 264 of the paired swabbings 
from patients in the closed population groups 
at a private pediatrics office, at the outpatient 
pediatrics clinics, and in a cooperating county 
health department (7). 

The remaining paired swabbings were sup- 
plied from a field trial in which more than 500 
paired throat cultures were obtained from chil- 
dren or their parents in less than 3 hours. This 
field trial was conducted at an open county 
clinic during a 1-day Salk vaccine inoculation 
program. The microbiologists on temporary 
assignment from laboratory Z found that the 
500 paired cultures were not obtained by the 
method proposed and the filter paper strips 
were not air dried 3-5 minutes. Of these 500, 
the first 136 controls and the paired filter paper 
strips are reported for comparison with data 
obtained by the proposed method. 


Methods 


To obtain paired throat cultures, simultane- 
ous swabbing was employed. Two throat swabs 


Figure 1. Method of streaking blood agar plate 


Using tip of swab, thoroughly 
confluent streak area | by ro- 
tating or twirling swab back 
and forth repeatedly to assure 
uniform distribution of bacte- 

ria on swab. 





TURN PLATE 90 





Dilution streak area II, using 
back and forth motion. Do 
NOT rotate swab. Do NOT go 
back into previously streaked 

areas. 


Dilution streak area III, using 
same technique as in area II. 


Dilution streak area IV, using 
same technique as in area II 
and area Ill. 





were held in one hand and thoroughly rotated 
over the pharynx of the patient, care being 
taken to obtain an entirely satisfactory speci- 
men. Without delay, one swab was dilution 
streaked onto 10 percent defibrinated sheep 
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blood agar (fig. 1) which was incubated im- 
mediately at 37° C. and designated as the con- 
trol culture by source laboratory W, X, or Z. 

The other swab was streaked heavily back 
and forth onto a filter paper strip in an opened 
kit as described (6,7). Thestrip was air dried 
3-5 minutes before the kit was refolded, placed 
ina Manila envelope, and mailed or transported 
to a receiving laboratory, p, g, 7, or s. Two of 
the source laboratories in California also acted 
as receivers. The other receiving laboratories 
were in Georgia and Maryland. 

After 2-10 days the filter paper strip was re- 
moved from the kit and plated (fig. 2), except 
for strips which were plated after 5 to 21 days 
by receiver s. In plating, the FPS was re- 
moved from the kit and placed inoculum side 
down on the blood agar surface without prior 
treatment of any kind. Before the plate was 
inverted for incubation, the plated strip was 
inspected to see that it had absorbed moisture 
from themedium. Any part of the strip which 
was dry was pressed gently against the surface 
of the agar until it appeared wet. After 6 
hours’ incubation at 37° C., the filter paper sirip 
was removed from the primary plate and placed 
inoculum side down on a second or replica 
plate. Both replica and primary plates then 
were incubated 18 hours at 37° C., making a 
total of 24 hours for the primary plate. 

The visual reading was then made with the 
strips removed so that isolates could be picked. 
If the growth was heavy, only the primary 
plate had discrete beta hemolytic colonies, the 
replica plate having confluent lysis. Occa- 
sionally, if growth was very light the primary 
plate had no lysis, but this finding was exceed- 
ingly rare. Plating was on 10 percent defib- 
rinated sheep blood agar in laboratories » and 
r and on 3-5 percent defibrinated rabbit blood 
agar in laboratories g and s. Three of the labo- 
ratories were relatively unfamiliar with the 
FPS technique. 

Cultures from paired swabs were designated 
by number. In order to eliminate bias, the con- 
trols and filter paper strips were matched as 
pairs only after final reports were received. 
Each of the four receiving laboratories was 
sent 34 inoculated FPS kits by each of three 
source laboratories, 408 in all. Eight kits were 
reported lost, leaving 400 paired cultures in the 
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study. Of each set of 34 kits, 17 were estimated 
to be negative and 17 positive on the basis of 
preliminary visual reading of the control cul- 
tures at the source laboratory. 

From all positive cultures (control and filter 
paper strip) isolates were identified by sero- 
logic grouping (9). At two laboratories (gq 
and s) grouping was done with antiserums from 
the Communicable Disease Center, Public 
Health Service, Chamblee, Ga. All other 
grouping was done by laboratory 7 with anti- 
serums from a biological supply company 
(Difco). 

Two statistical estimates on pooled data are 
presented, the difference between two propor- 
tions and twice the standard error of the dif- 
ference between these proportions. The dif- 
ference between the two proportions is 
considered significant only if it is more than 
twice the standard error (/0). 


Recovery by Streptococcal Group 


Group A streptococci were isolated from con- 
trol cultures and cultures of filter paper strips. 








Figure 2. Plating a filter paper strip 


The filter paper strip is placed, inoculum side down, 
on the surface of the blood agar medium. The strip 
absorbs moisture from the medium and is plated 
directly upon removal from the kit without treatment 
of any kind. 
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The percentage recovery was the same, al- 
though controls were plated at once from 
throat swabbings, while inoculated FPS were 
in transit or were held 2-17 days prior to cul- 
turing. Of the 206 group A strains recovered, 
106, or 52 percent, were from controls, and 
100, or 48 percent, were from filter paper strips 
(table 1). Basing the percentage estimate for 
group A on the 400 cultures reported by re- 
ceiving laboratories, recovery was 25 percent 
from FPS and 26.5 percent from controls. 
These percentages are not different; on pooled 
data the difference between proportions equaled 
0.015, and twice the standard error equaled 
0.062. 

The transit and holding period prior to cul- 
ture of the 100 filter paper strips from which 


Streptococcal Source W Source X 





group A streptococci were isolated was 2-17 
days (table 2). Within the designated param- 
eters (2-10 days holding time) of the study, 
87 group A streptococci were isolated from 
FPS and 88 from control cultures plated im- 
mediately, a striking record. Due to the small 
numbers plated each day and to the finding 
that one set of 34 filter paper strips had no 
growth on culture after a transit and holding 
period of 15 days, statistical estimates are not 
considered valid for percentage recovery based 
on a single day or on time periods beyond the 
anticipated 2-10 days before plating (table 2). 

The percentages in table 3 show that group 
A streptococci survived equally as well when 
the FPS were shipped 2,500 or 3,000 miles into 
Maryland or Georgia as when shipped 400 


Table 1. Number of positive cultures, controls and paired filter paper strips, by streptococcal group 


Source Z 








group and Es 2 MSs ee eae ek i i eae Total Total Total 
receiver controls FPS 
| Controls FPS Controls FPS Controls FPS 
Group A 
* eee — 12 8) 12 17 1] 12 35 38 ie 
Wis cosas " 11 8 8 8 0 3 19 19 38 
eT ee ee 14 12 5 7 8 2 72 | 21 48 
8 - 10 11 12 11 3 0 Ze Ze 47 
[lc Son 47 40 37 43 22 hg 106 100 | 206 
Percent __- eae eer. eee eee : Z 52 | 48 100 
Group B | ; a ae 
Wisi cinraeires 1 0 1 3 0 4 2 | 6 
Dee mnie oe ee 2 3 1 0 | 0 0 3 3 6 
Pocck. ein 0 0 0 0 | 0 0 0 0 0 
Race mate ; 0 | 0 0) ] 0 | 0 | 1 
ae 3 | 4 1 1 | 4 0 8 5 13 
Percent. __._|_-- , ee 2 : oe 61 39 100 
Group C . | a a oe 
ea 3 2 1 1 7 1 11 4 | 15 
eames eS 3 1 I 2 0 0 4 | 3 | 7 
fctnctcdbicceennel 1 0 | 4 | ] 7 3 12 4 16 
ee ee -| 2 | 0 | 0 | 0 6 0 8 0 8 
Total_______| 9 | 3 6 4 | 20 4 35 11 46 
Percent__-_-- ee oe a ee es 3 aye, (Wn baes eee Le 76 24 100 
Group G , i “ie i - | - i‘ : 
“ERs REEF 1 | 0 | 1 4 4 6 5 11 
A een ee 1 | 1 | 0 0 0 0 1 | 1 2 
Recs eus cake 2 | 3 4 2 | 2 2 8 | 7 15 
Ree eee : 5 | 2 2 1 | 4 0 9 | 3 12 
ae 9 | 6 7 4 8 | 6 | 24 16 40 
Percent__---|_-- Reise = ee See ee err a Liat decir 60 40 100 
All BroUpS..— 68 | 53 51] 153 | 54 | 27 | 173|  1133| 1306 
| 
1 Includes one nongroupable strain. 
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Table 2. Number of isolations of streptococci by group in relation to holding and transit time 





| Group A isolations 


eee 


Number of days FPS held 
Controls 


| 
Dain aah ecg 
| 
| 


Groups B, C, and G isolations 





FPS positive 
Controls | 


FPS positive 























positive | positive 
Number Percent | Number Percent 

l PSE) PRET Ce : 0 0 |__ mr 0 _, Seen 
2 = : 7 6 86 ] 0 O 
3 ‘3 - : 10 8 80 3 12 67 
ae i j 10 10 100 | 5 5 100 
5 4 3 75 | 5 3 60 
6_. i 32 30 94 30 15 50 
7. : 12 15 | 125 3 3 100 
8 6 6 | 100 | 2 2 100 
9 ; : 3 6 | 200 | I 0 0 
10 4 | 3 | 75 l 100 

Total 2-10 days ______. | 88 87 | 99 51 30 59 
Ea eee 5 4 | £0 | 2 0 0 
12 4 4 | 100 | 2 I 50 
13__ _ l | | 100 0 |, ree 
14___- 2 2 | 100 0 res 
LS... 1 21 | 25 9 20) 0 
16__ l 1 | 100 | 0 0 ? 
17__ I 0 | 0 3 1 33 

otal 2-17 days... 5). 2 106 100 | 94 | 67 133 | 19 





Includes one nongroupable strain. 
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miles or less from the source laboratories in 
California. Agreement for group A isolates 
was 86-100 percent among all receivers (p, 4, 7, 
s) and all sources (W, X, Z), percentage esti- 
mates being based on the total negative con- 
trols. For negative controls, percentage fig- 
ures below 100 percent indicate that group A 
streptococci were isolated from the matched 
filter paper strip cultures. For positive group 
A controls, laboratories receiving FPS from 
sources W and X were in approximate agree- 
ment, with a record of 74-86 percent recovery 
(table 3). This 74 to 86 percent range in per- 
centage recovery is no greater than would be 
anticipated from prior investigations of throat 
(11,12). In the investigations cited, 
variability was so great that it was deemed im- 


flora 


possible quantitatively to interpret the growth 
on throat cultures. 

In contrast to the agreement with sources 
W and X, the percentage agreement for posi- 
tive group A controls varied from 0 to 91 per- 
cent among laboratories receiving FPS from 


source Z. These filter paper strips were not 
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No growth for one set of 34 kits, paired with controls having 3 group A and 9 B, C, or G isolates. 


obtained under the conditions described for 
the study nor were they air dried. The set of 
34 kits sent receiver gy had no paired positive 
controls, the set sent receiver p was estimated 
to consist only of positives, and the 34 kits 
sent receiver s showed no growth when the FPS 
were plated at 15 days, or 5 days after the 
designated holding period of 2-10 days. 

There was remarkably close agreement (100 
isolations from filter paper strips, 106 isola- 
tions from controls) in the recovery of group 
A streptococci, regardless of holding time, 
source, location of receiver, and previous use 
of the technique (tables 1 and 2). 

Groups B, C, and G beta hemolytic strepto- 
cocci, on the other hand, apparently have been 
recovered in significantly greater percentages 
from the control than from FPS cultures 
(tables 1 and 2), but inspection of the data 
Within 
group C, only about 25 percent and within 
group B or G only about 40 percent of the 
streptococci isolated were from filter paper 
strip cultures (table 1). 


results in reservation of an opinion. 


However, a review of 
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the original records shows that 46 percent (31 
of 67) of all the FPS paired with groups B, C, 
and G positive controls were from source Z 
and were not air dried. For this reason tabu- 
lation by holding time before plating does not 
yield additional useful information on these 
groups (table 2). Insufficient data were ob- 
tained in the study to support a valid conclusion 
on the efficiency of the filter paper strip tech- 
nique for use in recovery of group B, C, or G 
streptococci. Additional study is warranted. 


Recovery by Source and Receiver 

Nources W, X, and Z. Of all paired cultures 
57 percent, or 227, were negative controls and 
13 percent, or 173, were positive controls (table 
1). There were 306 positive isolates, of which 
33 percent, or 133, were from cultures of filter 
paper strips. This is significantly less than 
the percentage of positive controls (difference 
between proportions on pooled data equaled 
0.100 and twice the standard error equaled 
0.067). 
complicated by conditions which obtained at 


Interpretation of this difference is 


source Z. 


The pattern of agreement of reports on 


matched filter paper strip and control cultures 
for the entire study (table 5) is somewhat simi- 
lar to the pattern of agreement of group A 
isolation (table 3). For the entire study there 
is 81-100 percent agreement for FPS reports 
matched with negative controls. The 81 per- 
cent indicates that 7 of the filter paper strips 
from which positive cultures were obtained 
were matched with negative controls (sources 
W and X, receiver p, table 5). 

Sources W and X compared with Z. For 
positive controls the percentage agreement was 
equivalent for sources W and X regardless of 
receiver (74-81 percent), but this is not the 
case for source Z (0-64 percent, table 5). There 
is no difference between the percentage of posi- 
tive isolates from air dried filter paper strips 
(40 percent) and from controls (45 percent, 
table 4, sources W and X). The difference be- 
tween proportions on pooled data equaled 0.05 
and twice the standard error equaled 0.086. 

There is a difference in recovery if the inocu- 
lated FPS are not air dried. For instance, 
from source Z percentage recovery from strips 
is only half that from positive controls, 20 and 
40 percent respectively (table 4). 


Table 3. Isolation of group A beta hemolytic streptococci from filter paper strips and controls by 
source and receiver 

















Negative controls ! Positive controls 2 
Source and receiver 7 a oa | ‘i Pie 
Negative | Positive | Total Percent | Positive | Negative | Total Percent 

FPS FPS agreement] FPS | FPS lagreement 

Sources W and X 
be ak ere 38 6 86 20 + 24 8: 
‘ties | 13 2 96 14 5 19 74 
7 45 3 94 16 2 19 84 
Sic 10) 3 93 19 3 22 86 
(ks) ie eas 166 14 180 92 69 15 84 82 

Source Z 

Ri meio Wasi a 21 2 23 9] 10 | 11 91 
Tanai Rsea es cans 3 3 34 91 0 0 O bicee 
Pees _ 26 0 26 100 2 6 8 | 25 
Die’ 331 0 31 3 100 30 3 3 3 0 
i! ee 109 5 114 96 | 12 10 22 50 
Total W, X,and Z.) 275 19 294 94 81 25 106 76 


! Negative controls=no streptococci isolated or streptococci other than group A. 
2 Positive controls=group A streptococci isolated. 
3 No growth. 
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Table 4. Number of negative and positive cultures for beta hemolytic streptococci by source and 











receiver 
_ Saas _ ) : pene 
Total | Negative | Positive 
Source and receiver paired | Lie S.. 2a o_ 
speci- | | 
mens 1! Control FPS Control FPS 
ek ea are SS: Te nee SRS er ee 
| | | 
Source W | | 
AE TT Te LOE SEEM ee 34 | 17 | 22 | 17 | 12 
| Ee CO ee ee NS See ee ee 34 | 17 | 21 Le 13 
Re es ‘ Ree tte tak eee | 34 | 17 | 19 17 | 15 
s_ ge i aes oo Ye oxo 34 | 7 | 21 | 17 | 13 
| | | 
| | | 
Source X | | 
D : carbs _| 34 | 20 | 14 14 | 20 
q aed ae | 30 | 20 | 19 | 10 | 211 
r sad caaee cit an eee | 33 | 20 | 23 | 13 | 10 
s yevanoaiie iccaia's eases | 31 | 17 | 19 | 14 | 12 
ee | | ws 
Total... 264 | 145 | 158 119 2 106 
Percent. _- 100 | 55 60 | 45 | 2 40 
Source Z | | 
p- ea 34 | 9 | 17 | 25 | 17 
q - | 34 34 | 31 | 0 | 3 
r. ; ; 34 17 | 27 | 17 | 7 
S_. . 34 22 | 3 34 | 12 | 0 
_ ee 136 | 82 3 109 54 | 27 
Percent 100 60 | 3 80 | 40 | 20 
_ = = | = —- = =< | = 
Total W, X, and Z 400 227| = 267 | 173 | 2 133 
POLCent ss eee 100 57 | 3 67 | 43 | 2 33 
| 








Includes one nongroupable strain. 


Moisture, Drying Surface, and Temperature 

Two previous studies indicate that a greater 
number of recoveries of beta hemolytic strepto- 
cocci can be obtained upon culturing filter paper 
strips, air dried after inoculation with these 
organisms in throat swabbings, than can _ be 
made from similarly inoculated strips which 
are not air dried before a 2-10 day transport 
period (6,7). In these two studies the effect of 
temperature was not explored. 

Working in Zurich, a team of three investi- 
gators (J3) found recovery of Streptococcus 
pyogenes following drying was improved if the 
relative humidity was very low or zero, A room 
temperature of 20° C. favored recovery, whereas 
temperatures of 30° and 37° C. decreased the 
colony count on culture following drying. The 
three investigators demonstrated that, after 
drying, 10 to 80 times as many streptococci re- 
mained on a glass coverslip as were washed free 
by 4 minutes of shaking followed by 10 minutes 
of soaking in the rinse water. This difficulty in 
removal of organisms from glass is comparable 
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The total of the paired specimens equals the sum of the negative and the positive controls. 


No growth from one set of 34 kits, FPS plated at 15 days. 


to removal from cotton (74). The successful 
use of filter paper strips for transport of strep- 
tococci is in conformity with the finding that 
viability and recovery of streptococci depend 
not only on drying but on inoculating on a 
rough surface and culturing the transport ma- 
terial itself rather than streaking or rinsing 
it (73). 

Further documentation of the successful re- 
covery of group A streptococci from filter pa- 
per strips, upon culture after a 2-10 day 
transit and holding period, is unnecessary. 
The equivalence of control and FPS techniques 
is evident in all group A tabulations. 


Summary 


The filter paper strip technique for trans- 
port and holding of throat swabbings for sub- 
sequent culture of beta hemolytic streptococci 
further was tested by investigators in five col- 
laborating laboratories. Of these five, located 
in Georgia, Maryland, and California, the three 
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Table 5. Isolation of beta hemolytic streptococci from filter paper strips and controls by source and 
receiver 


Negative controls Positive controls 


Source and receiver | 





Negative | Positive Total Percent Positive | Negative Total Percent 

FPS | FPS agreement FPS FPS agreement 

Sources W and X 

| | 
p 30 7 | 37 81 | 25 | 6 31 | 81 
q | 34 3 37 92 121 | 6 127 178 
| 35 2 37 95 23 7 30 77 
8 fs 32 Z 34 94 Zo | 8 31 74 
Total 131 14 145 | 90 192 | PA 1119 Ey if 

Source Z 

Pp 8 | 1 | 9 | 89 | 16 9g 25 64 
q 31 | 3 | 34 91 0 | 0 0 we 
r , 4 17 | 0 | 17 100 | 7 10 leg 41 
S_- EW Age ae 2 22 | 0 22 2 100 20 12 I 20 
Total | 78 | 4 82 95 23 31 54 43 
Total W, X, and Z 209 18] 227 92} 115 | 58 | 173 66 





! Includes one nongroupable strain, 
2 No growth. 


in California served as source laboratories. 
Using two swabs for simultaneous swabbing on 
each patient, each source laboratory immedi- 
ately inoculated a control culture and a paired 
FPS. Each source sent a set of 34 inoculated 
filter paper strips to each of four receiving lab- 
oratories. Of the FPS in each set, one-half 
were estimated to be positive on the basis of 
preliminary reading of controls. In all, 400 
filter paper strips were received and held for 
variable time periods. From both controls 
and filter paper strips 306 strains of beta hemo- 
lytic streptococci were isolated, 305 of which 
were groupable. The findings were tabulated 
by streptococcal group, percentage agreement 
by positive and negative controls, and by source 
and receiver as well as by time held prior to 
plating. 

The filter paper strip technique proved to be 
highly satisfactory for transport and holding 
Of the 206 strains of 
group A streptococci isolated, 106 were from 
controls and 100 were from FPS. This record 
of recovery, 52 percent from controls plated at 
once and 48 percent from filter paper strips 
held or in transit 2-17 days before culture, is 


of group A streptococci. 


remarkable in view of the geographic distribu- 
tion of receiving laboratories and the fact that 
three of four receiving laboratories were rela- 
tively unfamiliar with the technique. For 
group A isolates, source and receiver achieved 
equally good percentage agreement with re- 
spect to negative controls and to recovery from 
filter paper strips air dried after inoculation. 

Data on percentage recovery of groups B, C, 
and G streptococci by the filter paper strip 
technique are inconclusive. Half of the FPS 
paired with controls positive for B, C, or G 
were not air dried and one-sixth were plated at 
time intervals beyond the 2-10 day period des- 
ignated for the study. Of 100 B, C, and G iso- 
lates, 33 percent were from FPS and 67 percent 
from controls. Any conclusion as to recovery 
is complicated by the conditions which obtained 
for those filter paper strips cultured and 
matched with controls positive for these groups 
of beta hemolytic streptococci, and additional 
studies are warranted. 

Attention is directed to the necessity for ad- 
hering strictly to the described technique for 
throat swabbing and for handling filter paper 
strips. Because of the possible deleterious ef- 
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fects of high humidity or high temperature air 
drying is essential, even if a longer period is 
required, but air drying will not insure satis- 
factory recovery of streptococci if the swabbing 
is unsatisfactory. 
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Use of Heptachlor on Crops Banned 


The use of the pesticide heptachlor under conditions which leave 
residues on harvested crops was prohibited on January 19, 1960, by 
the Food and Drug Administration, through the rescinding of a regu- 
lation permitting small residues on harvested food and forage shipped 


interstate. 


New scientific data have shown that in addition to residues of hep- 
tachlor, a breakdown product, called heptachlor epoxide, is present 
after heptachlor treatments, and that residues of epoxide appear in 
meat and milk when forage containing it is fed to experimental meat 
and dairy animals. No residues of heptachlor itself have been found 
in meat or milk. How much epoxide may be present under vary- 
ing conditions and the toxicity of the substance have not been de- 
termined. No action will be taken against crops already treated 


within previous regulations. 
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Regionalization in Paraguay 


The 7-month course to train auxiliary nurses in 
Encarnacion was the first fruit of our efforts to 
demonstrate regionalization. It was the first full- 
time training for health personnel ever offered out- 
side the capital of Paraguay. The 16 students will 
complete 1,050 hours of instruction and supervised 
practice. This is to be a permanent program with 
one such group being prepared in Asuncion, the 
capital, and other groups in three regional health 
centers. 

—Rosert T. Scnores, M.D., chief, health and 
sanitation division, U.S. Operations Mission, 


Paraguay. 


Cost Cutting 


Mounted on motorcycles, two sanitary inspectors 
did the work of five by completing in 7 months their 
routine inspections as well as special survey work 
over an area of 2,000 square kilometers of Surinam. 
The motorcycles cost about half the salary of a sin- 
gle inspector. 

—Rosert BREWER, former acting sanitary engineer, 

U.S. Operations Mission, Surinam. 


Santa Teresa 


The new health center in Santa Teresa, Nicaragua, 
has sparked civic improvements. Even before all 
the equipment was installed, other changes were 
planned: a new marketplace and park, and im- 
proved water supply and garbage disposal systems. 
The mayor, the village priest, and the school author- 
ities are most cooperative, and the villagers them- 
selves are enthusiastic. 

The staff of the Santa Teresa center and the sec- 
ond new center in Diria were given an orientation 
course since some of them are inexperienced in this 
kind of health work. Their responsibilities are 
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heavy because they are the only medical units in 
that part of Nicaragua. They designed a basic med- 
ical data form which was used to gather information 
house-to-house in the two communities. The sur- 
vey’s results will serve as a baseline for evaluating 
the effectiveness of the rural health centers. 

Perhaps the most important task they face is to 
reduce the incidence of infestations of intestinal 
parasites. Of the first 100 people examined at the 
Santa Teresa center, 98 were found to be infected, 
some with as many as four different varieties of 
parasites. Gastroenteritis is the principal cause of 
death in Nicaragua. 

The supervising sanitarian, with the sanitary en- 
gineer consultant and the Ministry of Public Health, 
worked out a plan for this rural area’s excreta dis- 
posal. Sanitary latrines combined with the educa- 
tion efforts of the center’s staff is expected to show 
definite results shortly. 

—Parrick J. SULLIVAN, former chief, and MAHLON 

H. Hawortu, former business manager, health 

and sanitation division, U.S. Operations Mission, 


Nicaragua. 


Promotion 

One of our graduates has become sanitary fore- 
man of the main construction camp of the Broko- 
pondo dam project in Surinam. Two and a half 
years ago he started to work for us as a day laborer 
and his technical skill was limited to handtools and 
driving a car. 

After working with the sanitary engineer, he can 
use a slide rule like an expert, perform chemical 
and bacterial tests for water treatment, assemble 
portable purification plants, and put into operation 
a complete water treatment plant as well as training 
its staff. 

—Rosert Brewer, former acting sanitary engineer, 

U.S. Operations Mission, Surinam. 


Public Health Reports 


eames rte se 





























Diagnosis of Streptococcal Infections 


It has been estimated that about 2 million 
people living in the United States today have 
already had, or will develop, rheumatic fever 
at some time during their lives. Of these, more 
than 500,000 will probably die because of the 
rheumatic process or some complication devel- 
oping directly from it. 

Rheumatic fever most often strikes children 
between the ages of 5 and 15, and the resulting 
rheumatic heart disease causes about 50 percent 
of all heart disease in this age group. It is 
estimated that in the 5- to 19-year age group in 
this country there is a current annual incidence 
of about 60,000 cases of rheumatic fever. 
About half of these are recurrences, and the 
remainder are first attacks. It is the recurrent 
attacks of the fever which cause the actual 
damage to the heart itself. 

While the past 40 years have shown a marked 
reduction in rheumatic fever mortality, the 
problem is far from solved. In 1957, rheumatic 
fever and rheumatic heart disease combined to 
cause the deaths of about 20,000 in the United 
States. However, by the application of what 
is currently known about these diseases, some 
real progress has been made. 

What causes rheumatic fever is not fully 
understood, but research has shown that cases 
usually begin with a streptococcal infection— 
primarily of the throat. The specific pathogen 
has been identified as group A beta hemolytic 
streptococci. 

Antibiotics can eliminate streptococci, and 
effective prophylaxis can prevent the secondary 
attacks of rheumatic fever. Indeed, penicillin 
prophylaxis appears to be accelerating the 
decline of rheumatic fever. 

First attacks of rheumatic fever can be pre- 
vented through prompt treatment of strepto- 
coceal infection which entails the use of an 
antibiotic (preferably penicillin) for a period 
of 10 days. But therein les the physician’s 
dilemma. A “strep throat” cannot always be 
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distinguished clinically from sore throats 
caused by other organisms, but every “strep 
throat” is a potential case of rheumatic fever. 

Since there are many objections to indiscrimi- 
nate penicillin therapy, the physician usually 
considers it advisable to delay treatment for 2 
to 3 days until the causative agent can be iden- 
tified by a throat culture. He is repeatedly 
forced to decide whether to postpone treatment 
until a definite diagnosis is made, and perhaps 
save the patient some money, as well as lower 
the risk of a future penicillin sensitivity, or to 
treat the infection with penicillin immediately 
on the chance that it is “strep.” 

To date, prevention of the first attack has 
been almost impossible to achieve, since there 
was no quick, certain way for the physician to 
identify streptococci. Now the fluorescent 
antibody technique has provided a means for 
overcoming this obstacle. 

The fluorescent antibody test works this way : 
Antibodies for a specific disease are stained 
with a fluorescent dye and then dropped onto 
a slide which has been smeared with material 
taken from the patient whose disease is to be 
diagnosed. If the smear contains a germ for 
which the antibody is specific, the antibody will 
immediately attach itself to the germ. When 
the liquid containing the antibody is washed 
off the slide, the antibody and the germ will 
remain, and, under ultraviolet illumination, a 
greenish fluorescence resembling minute neon 
lights will show up on the slide. If the germ 
is not present in the specimen, the antibody will 
wash off the slide along with the liquid that 
contained it. 

The use of the technique by State labora- 
tories as a diagnostic aid to physicians must 
necessarily be a gradual, natural growth. Lack 
of trained personnel is only one of many prob- 
lems connected with initiating such a service 
program in a State or community. Other dif- 
ficulties involve submission and transportation 
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Coons Receives Lasker Award 


A major contributor to progress in public health, 
Dr. Albert Coons was presented with the Lasker 
Award at the 1959 meeting of the American Public 
Health Atlantic City, N.J.,_ in 
October. 

Dr. Coons developed the fluorescent antibody 
test in the early 1940’s with associates at the Har- 
vard School of Medicine, where he is continuing 
He has been a career 


Association in 


studies along these lines. 
investigator with the American Heart Association 
since 1953. 





of specimens from the physician’s office to the 
laboratory, a system for reporting the results 
back to the physician, and the maximum num- 
ber of tests that can be performed by a single 
technician in any given period. In addition, 
the necessary equipment—the ultraviolet light 
source, filters, and special microscope—is rela- 
tively expensive and not in plentiful, immedi- 
ate supply. 

Through the following actions, however, the 


Public Health Service is helping to extend the 
use of the test as rapidly as possible: 

¢ Local personnel have been trained by the 
Communicable Disease Center and equipment 
left on indefinite loan in the areas that par- 
ticipated in the field tests. 

¢ About 40 Public Health Service physicians 
assigned to State and local health departments 
held a special meeting in Philadelphia on Oc- 
tober 27, 1959, to determine the best ways in 
which they could help health departments, 
medical societies, and heart associations 
throughout the country to take advantage of 
the new research avenues which the fast strep 
test has opened. 

e A 2-week training course for laboratory 
personnel of 12 State health departments was 
held at the Communicable Disease Center in 
January 1960. 

¢ Materials and equipment will be lent to 
laboratories as soon as they have personnel 
trained to use them. 

¢ Financial assistance is provided through 
grants from the National Heart Institute for 
research projects and through State grants-in- 
aid for purchase of equipment. 


Influenza Research Promoted by PHS Committee 


Influenza research was encouraged by a 
meeting January 13, 1960, of the Public Health 
Service Committee of Investigators, composed 
of leading authorities on influenza and related 
diseases. 

Committee members agreed to accelerate 
their own research during 1960 and to en- 
courage long-range studies. All influenza re- 
search projects will receive special review at 
the National Institutes of Health and qualified 
projects will be approved rapidly. 

Among subjects the committee cited as need- 
ing study were: 

¢ Assessment of the value of vaccine given 
in the 1957 epidemic as to its possible degree 
of protection. 

¢ The present degree of immunity of unvac- 
cinated persons who had influenza in 1957. 
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¢ The physiological effects of influenza on 
cardiovascular and respiratory systems. 

¢ The neuromuscular effects of influenza. 

The Committee of Investigators was estab- 
lished on the recommendation of the Surgeon 
General’s Advisory Committee on Influenza 
Research. 

Members of the Committee of Investigators 
are: Dr. Robert Wagner, University of Penn- 
sylvania, chairman; Dr. George Burch, Tulane 
University; Dr. Fred M. Davenport and Dr. 
Thomas Francis, University of Michigan; Dr. 
Ivan Bennett, Johns Hopkins University; Dr. 
George Hirst, Public Health Research Institute 
of the City of New York, Inc.; Dr. Maxwell 
Finland, Boston City Hospital; and Dr. Rod- 
erick Murray, National Institutes of Health, 
Public Health Service. 
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Overweight children usually become overweight adults, according to 
a study, spanning 20 years, of 200 residents of Hagerstown, Md. 


Relationship of Excess Weight 
in Children and Adults 


SIDNEY ABRAHAM and MARIE NORDSIECK 


HE ADVERSE effects of obesity upon 

health have been reported in life insurance 
and epidemiological studies (J-4). These re- 
ports have prompted investigators to employ 
various remedial methods and approaches to 
obesity (5-9). 

The department of nutrition of the Harvard 
School of Public Health evaluated two ap- 
proaches to weight control programs: indi- 
vidual counseling and group therapy (J0). A 
3-year followup showed that a majority of the 
147 subjects failed either to reduce or to main- 
tain a reduced weight. Stunkard and Mce- 
Laren-Hume reviewed the literature of the past 
30 years on results of treatment for obesity and 
found the results to be “remarkably poor” (17). 
Their own efforts with a group of outpatients 
were not successful in either reducing weight or 
maintaining a reduced weight for 2 years after 
treatment. 

Young and others also reported the lack of 
success in a weight control program, but sug- 
gested the importance of childhood excess 
weight status‘as one of the factors determining 
adult excess weight status and of subsequent 
problems in weight control (12). They found 
that relative success was achieved in over- 
coming obesity when it was a recent develop- 
ment in the adult years. Mullin also reported, 
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in a retrospective study, on the role of childhood 
obesity in adult obesity (73). He suggested 
that a persistent childhood obesity is reflected 
in a large proportion of adult obesity. 

Height-weight data on school children exam- 
ined some 20 years ago in Hagerstown, Wash- 
ington County, Md., by the U.S. Public Health 
Service, presented an opportunity for a pro- 
spective study of the relationship of the weight 
status of individuals in childhood and adult 
years. Previous observations suggesting a rela- 
tionship between childhood and adult obesity 
have been based primarily on _ retrospective 
studies of obese adults who have been inter- 
viewed about the history of their weight status. 
Childhood heights and weights on record in the 
Hagerstown sample supplied data that did not 
rely on memory for testing the hypothesis that 
obese children tend to become obese adults. 


Method 
Physical examinations of school children in 


three elementary schools in Hagerstown were 
performed during the years 1937-389. These 





Mr, Abraham is a statistician and Miss Nordsieck, 
program adviser in the Heart Disease Control 
Branch, Division of Special Health Services, Public 
Health Service. 
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records, containing height-weight data, are 
on file in the Public Health Service office in 
Hagerstown (/4). Physical measurement data 
are available on 977 of the 1,204 boys and 966 
of the 1,152 girls examined at ages 10 through 
13 years. Cohorts were selected on the basis of 
available serial height-weight data. 

The examiners measured heights without 
At the weighing, the children removed 
shoes, sweaters, or coats, but retained usual 


shoes. 
indoor clothing. 


Table 1. Distribution of relative weight of 
school children 10-13 years of age in 3 
schools in Hagerstown, Md., 1937-39 


Boys Girls 


telative weight 


Number Per- Number Per- 


cent cent 
Total : 977 100. 0 966 100. 0 
60-69 bas 0 0 l 0. 1 
70-79___- 4 4 18 1.9 
80-89 : 120 iZ.3 207 21. 4 
90-99 ; 455 46. 6 387 40. 1 
100-109 279 28. 6 202 20. 9 
110-119____ : 80 S: 2 81 8. 4 
120-129 = 14 1. 4 29 2. 
130-139 16 1. 6 21 ee} 
140-149____ 5 = - 9 9 
150 and over-- -| 4 .4 11 i 


The weight status of each child was deter- 
mined by using a relative weight method, 
defined as the percentage deviation of actual 
weight from the average weight for a given 
sex, age, and height. Average weights were 
obtained from the Baldwin-Wood _height- 
weight tables (75). The distribution of these 
relative weights is shown in table 1. 

Studies of the relationship of obesity to 
health and disease usually measure obesity in 
terms of departure of actual weight from a 
height-weight standard. Obesity or an excess 
accumulation of fat, therefore, is used inter- 
changeably with overweight or excess weight 
above standard weight. The limitations of 
using height-weight tables in this study to de- 
termine true obesity were recognized (/6). 
Total body weight is a measure of bone, muscle, 
and fat, and departure from average weight 
may be due to one or another or a combination 
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of these body components. Overweight pre- 
vention and control is directed against over- 
weight due to excess fat, primarily attributed 
to excess food intake over the energy demands 
of the individual; therefore an effort was made 
to identify the obese children in the overweight 
group. 

For purposes of weight classification, chil- 
dren were placed in categories of average 
weight and overweight, and the population was 
arrayed from largest to smallest by relative 
weight. Fifty children or approximately 5 
percent of the upper distribution of relative 
weight were chosen for each sex as overweight. 
The relative weight values of boys ranged 
from 180 to 116; for girls, from 200 to 124. 

This selection of overweight subjects who 
have extreme relative weight values increases 
the likelihood that truly obese subjects have 
been chosen (77). The validity of relative 
weight measures as an indication of obesity is 
discussed in the statistical notes. 

These findings indicate that, on the average, 
overweight children are fatter by measurement 
as well as weight than average weight children. 

One hundred children were also selected for 
the “average weight” classification. Since the 
distribution of relative weight was skewed to- 
ward the higher values, average weight was 
computed by the median. Relative weights 
were 98 for boys and 97 for girls. Arbitrarily, 
we decided to use plus or minus five about 100. 
Therefore, average weights for the purpose of 
this study are the relative weight values from 
95 through 104. In these categories, there were 
425 boys and 290 girls. To select 50 children 
of each sex for this study, a 12 percent and 17 
percent random sample of boys and girls in this 
weight category were taken. 

Table 2 identifies relative weights of the 
study subjects in each weight classification with 
regard to the relative weights of the total 
school population. 


Adult Followup 

The adult followup was made in the summer 
of 1958 (table 3). Of the 200 children whose 
records were selected for the study, 174 or 87 
percent were located. However, only 120 were 
used in this study since 47 were eliminated be- 
‘ause of nonresidence in Washington County 
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Table 2. 


Distribution of relative weight of 


school population and of study group, 10—13 
years of age, by major weight category, 


Hagerstown, Md., 1937-39 
Boys 


Relative weight 


Girls 


| | 
| | J | ‘ 
School |Study| School | Study 


popula- | group popula- | group 
tion | | tion 
| | 

| | 977 | 100 966 100 

Below average (less | | 
than 95)... ......=- 320 0 | 435 | 0 
Average (95-104) _ _- 425 50 | 290 | 50 
Overweight, total___ Zan | 50 | 241 | 50 
Ces bs 2 a rr | 193 | 13 | Eek | 0 
yg | rr 114 | 13 | 29 | 12 
130-159... ....- : 16 16 | 121 20 
ia-460..........- 5| 5] 29 7 
150 and over. __- 14 oa i be | 


1] in this weight category not sought due to inade- 
quate records. 

22 in this weight category not sought due to inade- 
quate records. 


and 7 because they were not available for 
interviewing. 

Each interviewer carried a measuring stick 
and a portable scale for height and weight 
measures. Weight status was measured in 
terms of relative weight, computed as the per- 
centage deviation of actual weight from av- 
erage weight for a given height, age, and sex. 
Average weights were obtained from height- 
weight tables in the Medico-Actuarial mortality 


investigations of 1912 (7/8) and distributed by 
the Metropolitan Life Insurance Company. 
(Revised tables of average weights were a part 
of the “1959 Build and Blood Pressure Study,” 
recently published by the Society of Actuaries 
(see p. 266). Publication followed preparation 
of this paper. An analysis, using these more 
recent figures, revealed no noteworthy change in 
the results obtained.) 

Distribution for relative weights of adults 
was not available, but 20 percent or more above 
average weight was defined as marked over- 
weight (7). Average weight was calculated in 
a manner similar to that for children whose 
relative weight values ranged from 95 through 
104. 

Average age of adults was 31 years. For 
men, ages ranged from 27 to 36 years, for 
women, from 26 to 35 years. 

Of the 28 interviews with average weight 
men, 26 were used in the study and 2 for pre- 
testing. One interview with an average weight 
woman was used for pretesting ; all other inter- 
views, a total of 29, were used in the study. 

Interviews with 32 overweight men were used 
in the study and 2 were used for pretesting. 
Twenty-seven interviews with overweight 
women were used in the study and one was used 
in pretesting. 

No bias was introduced by attrition since 
childhood weight status of those who were not 
interviewed did not differ from those who were. 
The statistical notes analyze the differences 












































Table 3. Result of followup of study group, by childhood weight status 
| Men | Women 
Total popula- |__ autikteteddanscdessahenme i 
tion | | 
Results Average | Overweight Average Overweight 
2} | Laelia 

| Num- Per- | Num- Per- Num- | Per- Num- Per- Num- Per- 

| ber cent | ber cent ber | cent ber cent | ber cent 

ances | I iinet ta ah Sia ETE Cray 
Tete. ....-.... y 200 100 50 100 50 100 50 100 50 | 100 
ONIN a dis macnn 174 87 45 90 42 84 41 82 46 | 92 
Interviewed___.--.---- 120 60 28 56 34 68 30 60 28 56 
Located but not inter- | oe 
Nadel ce awd 54 27 17 34 8 16 11 22 18 36 

Out of county-_---- 2h | SEEN i ot ne is (ogee 3 TO ass 17 |-.- 
Not available for | | 

interview- - - -- _ (i eee 1 3) erent Co ae 1 55 Cena 7 el anit 
Cannot locate. - ------- | 4 eee ae a SAS re ip Roe 
SEN ee eee -| aa ceria bit iS Ree Sea i a | o}--- re 
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Revised Tables of Average Heights and Weights 
In October 1959, the Society of Actuaries published 20-year experience of 26 large life insurance companies. 
the results of the largest statistical investigation ever Five million policyholders are represented in the re- 
attempted in the field of public health, entitled “1959 vised tables of average heights (with shoes) and 
Build and Blood Pressure Study.” The data cover the weights given below. 
\ 
AVERAGE WEIGHTS OF MEN 
Graduated Weights (in indoor clothing) in Pounds 
Age Groups 
Height 15-16 17-19 20-24 25-29 30-39 40-49 50-59 60-69 
id 98 113 122 128 13) 134 136 133 
1” 102 116 125 13) 134 137 139 136 
: 107 119 128 134 137 140 142 139 
a 112 123 132 138 141 144 145 142 
4” 117 $2? 136 141 145 148 149 146 
Zz 122 13) 139 144 149 152 153 150 
6” 127 135 142 148 153 156 157 154 
> al 132 139 145 St 157 161 162 159 i 
8” 137 143 149 15S 161 165 166 163 
9” 142 147 153 159 165 169 170 168 
10” 146 15) 157 163 170 174 175 173 
11” 150 155 161 167 174 178 180 178 
6’ 0” 154 160 166 172 179 183 185 183 
“if 159 164 170 177 183 187 189 188 
z 164 168 174 182 188 192 194 193 
169 172 178 186 193 197 199 198 
4” * 176 181 19v 199 203 205 204 


AVERAGE WEIGHTS OF WOMEN 


Graduated Weights (in indoor clothing) in Pounds 














Age Groups 

Height 15-16 17-19 20-24 25-29 30-39 40-49 50-59 60-69 i 
4’ 10” 97 99 102 107 115 122 125 127 
11” 100 102 105 110 117 124 127 129 
5° 0” 103 105 108 113 120 127 130 131 
1” 107 109 112 116 123 130 133 134 
2” 1 113 115 119 126 133 136 137 
3” 114 116 118 122 129 136 140 141 
4” 117 120 121 125 132 140 144 145 
5” 121 124 125 129 135 143 148 149 

6” 125 127 129 133 139 147 152 153 | 
7 128 130 132 136 142 151 156 157 

8” 132 134 136 140 146 155 160 161 
y” 136 138 140 144 150 159 164 165 
10” * 142 144 148 154 164 169 * 
1” * 147 149 153 159 169 174 * 
6’ 0” * 152 154 158 164 174 180 + 


* Average weights omitted in classes having too few cases. 
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between weight status of subjects who were not 
interviewed and those who were. 


Replacements 


Subjects who were lost from the initial study 
group were replaced in order to maintain the 
original number of 50 males and 50 females in 
sach of the sex and weight categories. Ran- 
clom selections were made from the reservoir of 
average weight persons so classified originally 
in the school population. Replacements for the 
overweight males and females were obtained by 
selecting the next most overweight from the dis- 
tribution of relative weight below the upper 
fifth percentile. By this method, of course, less 
grossly overweight persons as originally defined 
were included in the final overweight group. 
For boys, the relative weights of replacements 
ranged from 116 to 108, for girls, from 124 to 
110. Because relative weights as low as 108 
for boys and 110 for girls were included, it 
was decided to identify two classifications of 
overweight: moderately overweight, relative 
weights of 105 through 119, and markedly 
overweight, relative weight of 120 and more. 


Results 


Figures 1 and 2 illustrate the trend in weight 
status from childhood to adulthood of average 
weight and overweight children. These trends 
are summarized in tables 4 and 5, which show 
the comparison between childhood and adult 
weight status for males and females. For each 
sex, it is apparent that overweight children 
tend to become overweight adults more often 
than children of average weight. Of the 50 
overweight boys, 43, or 86 percent, were over- 
weight as adults. Of the 50 average boys, 21, 
or 42 percent, were overweight as adults. Ap- 
proximately twice as many overweight boys 
were overweight adults in comparison to aver- 
age weight boys. More striking differences in 
adult overweight status are noted in comparing 
overweight girls and average weight girls. Of 
the 50 overweight girls, 40, or 80 percent, were 
overweight as adults; only 9, or 18 percent, of 
the 50 average girls were overweight as adults. 
In both comparisons, the differences are statis- 
tically significant: for boys, chi-square= 19.14, 
D.F.=1, P<.001; for girls, chi-square=36.01, 
D.F.=1, P<.001. 
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It is also apparent from these data that 
markedly overweight girls and boys are more 
likely to become overweight adults than the 
moderately overweight. Seven, or 50 percent, 
of the moderately overweight girls were aver- 
age or less than average weight as adults. This 
observation contrasts with 3, or 8 percent, of the 
36 markedly overweight girls who were aver- 
age or less than average weight as adults. The 
same findings, but with less difference in per- 
centage, are noted when a comparison is made 
of moderately overweight and markedly over- 
weight boys; the percentages observed are 22 
percent and 4 percent, respectively. These 
observations reflect the loss of girls and boys 
in overweight categories who were selected 
from the upper part of the distributions of rela- 
tive weight. The data suggest that if, as origi- 
nally planned, only those in the upper 5 percent 
of the distribution had been used, more of the 
overweight children would have fallen into 
adult overweight categories. 

It is quite likely that some persons are in 
their present weight status because of efforts 
toward weight reduction or because of the 
effect of a disability or disease. Some infor- 
mation was gained by asking each person about 
his usual weight in contrast to his present 
weight, with the specification that the answer 
apply to a period at least 6 months prior to 
the date of interviewing. The results indicated 
no significant difference in mean_ relative 
weights for males and females for the two 
periods of time. 


Discussion 

Interest in overweight stems in great part 
from the role which this factor may play in the 
etiology of disease, particularly cardiovascular 
disease. The bulk of the data on weight con- 
trol lies in the statistics in life insurance studies 
(1) which have shown repeatedly a signifi- 
‘cantly higher mortality rate for overweight 
persons than for persons of average and less 
than average weight. These findings have 
been supported also by data from the Framing- 
ham heart study conducted by the National 
Heart Institute of the Public Health Service. 
In the fourth year of followup of men aged 
45-62 years, it was found that overweight was 
clearly associated with the risk of development 
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Figure 1. Adult weight status of average weight children of both sexes, 10 to 13 years of age, 
Hagerstown, Md., 1937-39 
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of coronary heart disease (2). Coronary heart It has been assumed that if diseases, par- 
disease incidence rates of overweight men were _ ticularly cardiovascular diseases, are induced 
three times as great as those for men whose or adversely influenced by overweight, weight 
weight was below the median weight. reduction would tend to decrease morbidity and 


Table 4. Weight status by major category of selected male residents of Hagerstown, Md., as school 
children and as adults 





Adult weight 

















Selected male Less than average Moderately | Markedly over- 
Childhood weight residents | and average overweight weight (120 and 
weight (less (105-119) more) 
than 105) 
{_ 
| | | 
| Number) Percent | Number) Percent | Number) Percent | Number) Percent 
Average weight (95-104) __________- 50 100. 0 29| 58.0 11 | 22.0) 10 | 20. 0 
Overweight, total_..........-.----- 50 | 100.0 7} 140 12; 240 31 | 62. 0 
a, Sea | 27 | 100.0 6| 22.2 7| 25.9 | 14} 51.9 
ene 23 | 100.0 1 | 4.3 5 21.7 | 17 | 73.9 
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Figure 2. Adult weight status of overweight children of both sexes, 10 to 13 years of age, 
Hagerstown, Md., 1937-39 
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mortality from such diseases. The effect of improved the health outlook for those persons 
weight contro] on the mortality experience of who had lost enough weight to qualify for a 
insured persons has also been reported by life new insurance rating. As an example, men 
insurance studies (19). These studies have originally limited to substandard insurance be- 
added impetus to weight control as a preven- cause they were moderately overweight, upon 
tive measure against cardiovascular heart dis- — weight reduction had a lessened mortality rate 
ease. It was found that weight reduction of 113 percent of the standard, compared with 


Table 5. Weight status by major category of selected female residents of Hagerstown, Md., as 
school children and as adults 








| Adult weight 

| Selected female | 

residents Less than average | Moderately Markedly over- 

Childhood weight and average | overweight weight (120 and 
| weight (less | (105-119) more) 

| than 105) 

| | 








| | 
| - | , 
Number} Percent | Number) Percent | Number} Percent | Number| Percent 
| | | 








| 
et | 


41 82. 0 | 7 





Average weight (95-104) _________-_- 50 100. 0 14. 0 | 2 4. 0 
Overweigtt, tetel...........2.55....] 50) 100.0 | 10 20. 0 9; 18.0 31 | 62. 0 
Eee aanee 14 | 100.0 | 7/ 50.0 2) 143 5 | 35. 7 
Pe | 36 | 100.0 | 3 8.3 | 7 | 19. 4 | 26 72. 2 


] 
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the mortality rate of 142 percent for all 
moderately overweight males. 

It has been found from studies and reports 
from clinics for weight control that guided 
efforts toward their goals are ineffective and 
impermanent. It would appear that early on- 
set of overweight is an important factor to 
consider when persons apply for treatment. 
Education and therapy should be directed to- 
ward weight control in the early stages of life. 
According to Young and others, overweight is 
“probably a continuing reflection of other child- 
hood characteristics” (72). 


Summary 

A followup was made of children aged 10 
through 13 years whose serial height-weights 
were recorded some 20 years ago to determine 


their present adult weight status. 









































It was observed that overweight children tend 
to become overweight adults more often than 
children of average weight. 

The difficulty that obese adults experience in 
weight control may be rooted in the fact that 
overweight children tend to become overweight 
adults. It may, therefore, be reasonable to 
suggest that part of the failure of traditional 
weight control activities is due to overem- 
phasis on adult eating patterns. 


STATISTICAL NOTES 
Validation of Relative Weight Measures 


The term “overweight” is used interchangeably in 
this study with the term “obesity.” Since over- 
weight is defined in terms of departure of actual 
weight from a height-weight standard, no specific 
measure of fat is available. An effort was therefore 
made to validate the overweight measure, expressed 









































Figure 3. Distribution of fat thickness in weight categories, by sex, of children.10 to 13 years of 
age, Hagerstown, Md., 1937-39 
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in terms of relative weight, with the measure of obes- Some average weight children had fat measures 


ity. Chest X-rays were available on 86 boys and equal to those of moderately and markedly over- 
83 girls in the study group. They were read for weight children. There were also some with larger 
measurement of fat at the Fels Research Institute, fat measures. This occurred more frequently in girls 
Yellow Springs, Ohio, by Miss Joan A. Haskell. than boys. 
Measurements of fat in the lower thoracic region The difference in means of fat thickness, as indi- 
were taken at the level of the 10th rib on both right cated in figure 3 and table 6, shows an increase in 
and left sides, perpendicular to the fat shadows mean fat thickness with the increase in weight status. 
(20). When X-rays of this particular site were For boys, the fat thickness was four times as great 
faulty due to improper positioning or extension of for the markedly overweight as for the average 
the chest beyond the plate, fat measurements were weight (10.8 mm. vs. 2.7 mm.). The comparison was 
taken at the ninth rib. In a few cases, the X-rays approximately three times as great for girls (12.9 
were completely unreadable at both the 9th and mm. vs. 4.4 mm.). 
10th rib site, and no measurement of fat thickness Comparison of the means of weight categories was 
was attempted. This was unfortunate since these made by the test of the significance using the F' dis- 
measurements represented some of the more obese tribution in the analysis of variance after the fat 
subjects. A complete series of measures was made distributions were normalized using McCall’s 
on two different occasions. Since reproducibility was technique, cited by Garn (21). The transforma- 
high, a mean value of fat per individual was tion to normalized T-score tended to normalize the 
calculated. fat distribution and provided equal variances. The 
One approach in evaluating the relationship be- F test showed a significant difference in means: 


tween overweight and obesity is illustrated in figure Boys F'», (2,83) =4.9, F=36.8; girls, Fo: (2,80) =4.9, 
3. This shows the distribution of fat thickness in F'=20.7. 


the lower thoracic region of designated weight cate- F tests permit an analysis which rejects the 
gories for boys and girls. It is apparent that the null hypothesis that all of the means are equal, 
distribution of fat thickness overlaps the weight but they do not provide a procedure for comparing 
categories. specific means with one another. Multiple compari- 








Table 6. Measurement of fat thickness of children by major weight category and by sex 


Boys Girls 





Weight group | | Fat thickness (mm.) | | Fat thickness (mm.) 





| ~~ | Number 





Number | 


| | 
Mean | Standard | Range Mean | Standard | Range 
| deviation | | deviation | 
| zs | | 
Average weight______--___- 43 | a7 | 0.56 | 1. 7-4.3 | 41 4. 4 | 16] 1.8-8 4 
Overweight: | | | | 
Moderntely............... 24 | 4.7 | 2.3 1.5-9.5 | 13 | ». 6 2.5 | 3.2-9.8 
Markedly...__-.-------- 19| 10.8 | 6.4 | 2.9-24.3 | 29} 12.9 9.3 | 3.3-39.1 





Table 7. Comparison of fat thickness in weight categories of children 10-13 years of age, 
Hagerstown, Md., 1937-39 





Confidence limits! 
Comparison ee ee oar 





| Male Female 
AVETAMe WEIR OI-OVEI Web ten aco cos oot cc enced Ee ON ere 13. 8+3. 8 | 8. 7+4. 3 
Average weight-markedly overweight........................6-.- <n -cnee-ncee-- | —17.1448;/; -—180448 
Moderately overweight-markedly overweight______....--------------------- : —6.545. 4 | —8. 646. 6 
Average weight and moderately overweight-markedly overweight------------ .| —11..9446 | —10.8+4. 6 











1 There is evidence, using the q statistic at the 5 percent level to reject the zero value for all the comparisons 
7.f _, Student range 
4417 “44250 





made, using the following formula: = i ome 
v2 y Mean square for error a 
1 2/ 
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son tests provide this method (22). Table 7 shows weight, between moderately and markedly over- 








the statistical evaluation of these comparisons. weight, and between average and markedly 

It is evident that there is a significant difference overweight children. These findings indicate that 
in fat thickness between average weight and over- the markedly overweight children had, on the aver- 
weight children, between a combination of average age, a larger measure of fat thickness than those 







and moderately overweight with markedly over- selected from the remainder of the designated area 








Table 8. Initial selections and replacements for study of male residents of Hagerstown, Md., by 
childhood weight status in major weight categories 












Final group 





Initial group 






Childhood weight status 








Number Number Number Number Number Number 
in group available not avail- in group available | not avail- 
able able 















Average weight 


nN 


Total 













95-96 2 i} l 4 0 4 
97-98 ___ : 12 7 ) 14 7 7 
99-100__ 20 113 7 18 12 6 
101-102___ 10 6 4 11 6 5 
103-104 ) 3) 5 2 





























Overweight 


Total 50 34 16 50 32 18 
105-119 : 13 110 4 27 gy 1S 
120-129 13 7 6 7 7 0 
130-139 16 1]] 9) 10 10 tf) 
140-149 5 > 2 3 a 0 
150 and over 3 3 0 5 3 0 


1 Interviewed but not included in the final study group because used for presurvey testing. 


Table 9. Initial selections and replacements for study of female residents of Hagerstown, Md., 
by childhood weight status in major weight categories 


! 











Initial group | Final group 
Childhood weight status 4 |. rages 
Number Number Number Number Number Number 
in group | available | not avail- | in group | available | not avail- 
able able 
Average weight | 

Total_ er 50 | 30 20 50 29 21 

95-96 3 l 2 l l 0 
97-98 __- 10 7 3 18 7 11 
99-100_____- ai 17 10 21 17 4 
101-102 ; 8 14 4 7 3 4 
103-104___ “< 2 l l 3 | 2 

Overweight 
Total_ 50 28 22 50 27 23 
105-119 : : 0 0 0 14 0 14 
120-129___ 12 8 4 17 8 9 
130-139 : 20 110 10 9) +) 0 
140-149 ere 7 4 3 4 4 0 
150 and over Ope teoge 1] 6 5 6 6 0 
' Interviewed but not included in final study group because used for presurvey testing. 
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of the distribution of relative weight. However, it 
should be stated that, on an individual basis, some of 
the overweight children, particularly the moderately 
overweight, could be classified as overweight not due 
to fat but due to frame or muscular development. 


Bias From Followup Attrition 


Locating and interviewing children originally ex- 
amined in 1937-39 for a prospective study raised the 
question of how many of the selected study group 
could be found in 1958. Losses might introduce a 
bias as the weight status of the average and over- 
weight individuals located and interviewed might not 
be representative of the average and overweight 
categories as initially selected. Tables 8 and 9 show 
the number of average weight and overweight males 
and females who were either available for inter- 
view or not available for interview in the orig- 
inal study selection, and the replacements made for 
those who were not available. 

Bias is minimized in the average weight group 
because of the method used in selecting individuals 
for this category. The range of weights was plus 
or minus 5 percent about the relative weight of 100. 
This narrow range tended to decrease the difference 
between the weight status of those individals inter- 
viewed and those individuals not interviewed. The 
difference between means was statistically not sig- 
nificant. For males of average weight, the mean rel- 
ative weight of individuals not interviewed was 100.0 
and of subjects was 99.7 (.2>P>.1). For females 
of average weight, the contrast in mean relative 
weights was 99.9 as compared to 99.8 (P>.9). 

The problem of attrition is more pertinent in the 
overweight than in the average weight category, 
since the range of relative weight selected from the 
distribution of relative weights of the total popula- 
tion varied from the relative weight of 180 to 116 for 
males and from 200 to 124 for females. The hy- 
pothesis that there is no significant difference 
between the distribution of relative weight of those 
persons who were interviewed and those who were 
not interviewed was tested by using the chi-square 
statistic. This test indicated that the difference 
between the groups could have arisen by chance 
(.7>P>.5) and (.8>P>.7). 
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Health Manpower, 1930-75 


WILLIAM H. STEWART, M.D., and MARYLAND Y. PENNELL, M.Sc. 


EALTH manpower is a matter of increas- 

ing concern to the United States in view 
of the rapid rate of growth of the population. 
The number of persons in the 48 States and the 
District of Columbia in mid-1959 is estimated 
at 177,128,000; by 1975 it is predicted to be 
235,246,000, an increase of 33 percent. Whether 
an adequate supply of physicians, dentists, 
nurses, and other health personnel can be pro- 
vided for the future depends on immediate 
planning for increased numbers of graduates 
in the health professions within the next few 


years. 


Current Physician (M.D.) Supply 


or 


With an estimated 235,000 physicians in mid- 
1959, excluding the graduates of that year, the 
ratio of physicians to population now is 132.7 
per 100,000 persons. Over the past 30 years 
the ratio has ranged bet ween 125 and 135. 

The latest count of the number of physicians 
in the 1958 American Medical Directory (7) 
indicated that there were 226,625 physicians in 
the 48 States and the District of Columbia in 
mid-1957. This number of physicians includes 
all those in the Federal Government service re- 
gardless of their actual location. The ratio is 
132.4 per 100,000 total population including the 
Armed Forces overseas. 

In Alaska in mid-1957 there were 101 non- 
Federal physicians or 62 per 100,000 civilians; 
in Hawaii, 574 physicians or 104 per 100,000 
civilians. Outlying areas had even relatively 
fewer physicians (excluding those in Federal 
Government service). 





Dr. Stewart serves as chief and Mrs. Pennell is a 
statistician of the Division of Public Health Meth- 
ods, Public Health Service. 
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Number of Physicians 
Area non-Federal per 100,000 
physicians civilians 
American Samoa__.._..........._ 3 15 
Canal Zone (and the 
19 


Republic of Panama)___-__--__ _ 187 
Caroline isiands..__.___..._..... 5 12 
L111 1) apenas tS Pe ee ee 17 40 
Mariana Islands____----- Raa 1 13 
Matshall Islands. .._..__....... 2 14 
Puerto Rico___-- ee anlage d, (ee 41 
Virwin. Teients... 2. 24 92 


Physicians range in age from under 25 years 
to 90 and older. Among the 226,625 in the 
United States in mid-1957, about 800 were 
younger than age 25. At the other end of the 
scale were about 30,000 physicians aged 65 and 
over, of whom only 8,000 were reported in the 
directory as retired or not in the practice of 
medicine. (An additional 3,000 younger physi- 
cians were also counted as retired or not in 
practice.) 

The detailed age distribution of the physi- 
cians is given below: 


Age group Number Percent 
CAC ars Ae Sere ae 226, 625 100.0 


23,235 10.3 





BS es ORS |, ee ee ee 


Ere nee ee 34,163 15.1 
ascent iscsi baad 31,185 13.8 
0S SO ae 28,635 12.6 
I a ia a ct 27,219 12.0 
(SS ee en ne ne eRe 21,815 9.6 
a eee meen 16,817 7.4 
Re eres Nantel ere At 13,021 5.7 
I i il a eral 10, 25% 4.5 
se a a ca, 8,250 3.6 


“(= i re ee re ae oer ee 6, 057 2. 
ee Rn Se en ee a 5, 388 228 
PE) Ee eee ee Ae ee re ees 587 3 

Nore: Age is as of the beginning of the year 1957, 
based on the year of birth shown on the individual 
physician puncheard supplied by the American Medi- 
eal Association to the Public Health Service. 
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Of the physicians alive in 1957, about 86 per- 
cent may be expected to be still living in 1965 
and about 68 percent, in 1975. This number of 
survivors at future dates is ascertained by ap- 
plying the 1956 age-specific white male mortal- 
ity rates to the number of physicians in each 
age group, on the assumption that physicians 
die at about the same rate as white males of 
similar age in the total population. The as- 
sumption is consistent with the number of 
deaths reported annually to the American Medi- 
cal Association. 

Deaths of physicians account for 3,500 to 
4,000 annual losses to the profession. Each 
year about 7,400 to 7,800 newly licensed phy- 
siclans—graduates from medical schools in the 
United States, Canada, and other foreign coun- 
tries—are added to the profession. Thus the 
annual net gain in the number of physicians is 
about half the number of new licentiates. 

The 85 medical schools in the United States 
graduated 6,895 physicians in the academic year 
1958-59 (2). The average (median) age at 
graduation is now about 26 years, the same as 
prior to World War II (3, 4). After this war 
and the Korean conflict the postponed educa- 
tion of veterans resulted in an increase to 28 
years for median age at graduation for the class 
of 1950. By 1954, the median had ceclined to 
27 years, with a further decline to 26 years by 
1956. The tabulation based on recent graduates 
listed in the 1958 American Medical Directory 
shows that the disparity between ages at gradu- 
ation has likewise declined. The middle 50 
percent of the graduates covered a span of 5.3 
years in 1950 as contrasted with 2.3 years for 
those graduated in 1956. 

About 12 percent of the new additions to the 
profession in this country since 1950 were edu- 
cated outside the United States. Of the physi- 
cians licensed to practice for the first time in 





this country in 1958, nearly 150 were graduates 
of Canadian schools and 1,166 were graduates 
of other foreign schools. The foreign school 
graduates include an estimated 400 American 
citizens who had gone to other countries for 
their medical education. A tabulation of recent 
licentiates graduated from Canadian and other 
foreign schools indicates that they are older, as 
a group, than those who enter the profession 
directly after graduation from U.S. medical 
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schools. The median ages of the Canadian and 
other foreign school graduates are 30 and 36 
years, respectively, when they obtain their first 
license to practice in the United States, as con- 
trasted with age 26 for U.S. school graduates 
who are counted as entering the profession 
upon graduation rather than licensing. 


Future Supply of Physicians (M.D.) 


The future supply of physicians in the United 
States depends on (a) the current numbers 
now in the profession and their mortality, (0) 
the graduating classes of medical schools in this 
country, and (¢) additions to the profession 
from Canadian and other foreign medical 
schools. 

Of the 226,625 physicians (M.D.) in the 
United States in mid-1957, about 195,000 may 
be expected to be still alive in 1965. Between 
1957 and 1965 the annual number of graduates 
of U.S. medical schools is planned to increase 
from about 6,800 to as many as 7,400. This re- 
flects the development of new schools and ex- 
panded enrollment in existing schools, accord- 
ing to the American Association of Medical 
Colleges. During the same period the annual 
number of new licentiates graduated from Ca- 
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Table 1. Physician supply in 1975 based on number of graduates of U.S. medical schools at level 
currently planned and at level required for maintaining the 1957 national ratio of physicians to 
population in 1975 


























Physicians ( M.D.) New licentiates Deaths 

east ee De 23 Graduates of graduated from among 

Year U.S. medical other medical those in 
Number! | Per 100,000 schools 3 schools 4 the pro- 

| population ? fession ® 








Level currently planned 












































1957 ro ; wins 226,625_- 132.4 6, 796 1, 164 

1958 ; ~ 6, 861520, 552 B sol 680 11, 507 
1959 eee 6, 895 1, 200 

1960 Oe ae 239,350 132.9 , O70 1, 000 

1961 ‘, 130 950 

1962 ees 7, 200 536, 010 900 }4, 500 19, 910 
1963 : rea: 7, 270 850 

1964 , 7, 340, 800 

1965 ae 259,950__- 132.8 7, 410 750 

1966 : 7, 410 750 

1967 : 7, 410)37, 050 75053, 750 21, 750 
1968 ee 7, 410 750 

1969 : 7, 410 750 

1970 : 279,000 130.5 7, 410 750 

1971 7, 410 | 750 

1972 : 7, 410537, 050 | 750 )3, 750 23, 700 
1973 7, 410 750 

1974 7, 410, 750 

1975 296,100 125.9 7, 410 750 


1965 259,950 132.8_ 7, 610 750 
1966 7, 820 750 
1967 8, 160541, 040 750 53, 750 21, 740 
1968 : : 8, 540 750 
1969 - 4 8, 910) 750 
1970 : 283,000 ise:4...- 9, 120 750 
1971 9, 430 750 
1972 9, 690 548, 570 750 >3, 750 23, 820 
1973 10, 090 750 
1974 10, 240 750. 
1975 311,500 132.4 10, 360 750 


! For 1957, number shown in American Medical Directory 1958, table 1. For future years, numbers computed 
by method outlined in “Physicians in the United States: Projections 1955-1975,” by G. St.J. Perrott and Maryland 
Y. Pennell. J. M. Edue. 33: 638, September 1958. 


? Rates based on total population of the United States, including Armed Forces overseas, as of July 1; U.S. 
Bureau of the Census, Current Population Reports, Population Estimates, Series P-25, No. 187, Nov. 10, 1958 
(p. 16, Series II). Thousands of persons: 171,196 in 1957; 180,126 in 1960; 195,747 in 1965; 213,810 in 1970; 
235,246 in 1975. 


’ Figures for 1957 and 1958 published in J.A.M.A. (Education Number) 168: 1503, Nov. 15, 1958; preliminary 
number for 1959. Figures for 1960-64 estimated by Public Health Service on basis of current enrollments. Figure 
for 1965 furnished by American Medical Association to House of Representatives Committee on Interstate and 
Foreign Commerce (85th Cong., Ist sess.); see Medical School Inquiry, p. 243. Figures for 1966-75 estimated by 
Public Health - ot 


_ 4 New licentiates graduated from foreign schools: 1,014 in 1957 and 1,166 in 1958; J.A.M.A. (State Board 
Number) 170: 603, May 30, 1959. Licentiates of Canadian schools not reported by A.M.A. estimated as 150 
per year. Figures for 1959-75 estimated by Public Health Service. 


6 hg" Ny mater on basis of cg” “g age-specific white male mortality; National Office of Vital Statistics, Special 
Reports 6: June 19, 1958 (table 2). Age distributions of physicians in 1957 of recent graduates of American 
medical aca and of recent lice a graduated from Canadian and foreign medical schools were obtained 
from individual physician puncheards supplied to Public Health Service by American Medical Association. 
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nadian and other foreign medical schools may 
decrease. A conservative estimate for the year 
1965 is 750, of whom 100 to 150 are graduates 
of Canadian schools and the balance are grad- 
uates of other foreign schools. 

As shown in table 1, the number of physicians 
is expected to be nearly 260,000 in 1965, with 
a ratio of 132.8 physicians per 100,000 popula- 
tion (5). This 1965 ratio is almost the same as 
that of 1957 but shows a decline from the 134.9 
level of 1949. 

From 1965 to 1975, the annual number of 
graduates of U.S. medical schools may continue 
at the level of about 7,400 in accordance with the 
currently planned output of these schools. 
These graduates may be supplemented by an 
average of 750 graduates of Canadian and other 
foreign schools newly licensed each year. 
After death has taken its toll from both those 
already in the profession and the new additions, 
the number of physicians is expected to be about 
279,000 in 1970 and 296,000 in 1975. The physi- 
clan-population ratio will decline from the 1965 
level of 152.8 physicians per 100,000 population 
to 130.5 in 1970 and still further to 125.9 in 
1975. 

If it is assumed that the ratio of physicians 
to population which prevailed in 1957 is the 
appropriate goal for 1975, there will be need 
for 311,500 physicians, instead of the 296,100 
expected on the basis of the level of U.S. school 
output currently in sight. To obtain this total 
will require about 10,360 graduates of U.S. 
medical schools in the year 1975. This number 
of graduates is nearly 3,000 above the number 
now expected under current plans. Such an in- 
crease will have to be met through the expansion 
of existing schools and the construction of about 
25 new schools, some with 2-year and some with 
4-year programs. 


Physicians (D.O.) 


In 1930, the United States had approximately 
10,300 doctors of osteopathy. By 1959 the num- 
ber had increased to 14,100, giving a ratio of 
8.0 per 100,000 population (table 2). 

The six schools of osteopathic medicine grad- 
uated 469 physicians (D.O.) in 1959 (6,7). 
Currently planned enrollments indicate that by 
1965 the annual graduating class may be in- 
creased to about 525. 
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If the output of these schools continues at the 
same level during the following decade, the 
supply of osteopathic physicians is expected to 
reach 16,700 by 1975, with the ratio declining 
to 7.1 doctors per 100,000 persons. 


Dentists 


Increases in dentist supply have been lagging 
behind population growth for more than a gen- 
eration. From fewer than 75,000 dentists in 
1930, the total supply in the 48 States and the 
District of Columbia has grown to almost 
100,000 at the present time. Yet there are now 
only 56 dentists per 100,000 persons as compared 
with a ratio of 59 in 1930. 

The dentist totals (table 2) include those in 
the Federal Government service and those re- 
tired or not in practice, but exclude graduates 
of the years concerned (8). While nearly all 
of the dentists of 1930 were of working age 
and active in the profession, today’s dentist 
supply includes a large proportion who are 
inactive. As a result, the number of active 
dentists in relation to population has fallen 
even more steeply, dropping to only 49 per 
100,000 persons in 1959, according to estimates 
prepared by the Public Health Service, Division 
of Dental Resources. 

In mid-1957, one-quarter of the dentists were 
60 years of age or older (9), as shown below: 


Age group Number Percent 
AN ee Ne 2 8 ee 97,610 100.0 





7,492 7.7 
12,539 12.8 
13,137 13.4 
ee EY eee Ole Ura ee 9,752 10.0 

9,249 9.5 
10,556 10.8 
Ee Na RR Aa oe 10,355 10.6 
9,651 9.9 


PIES = oes eee eee Se ee a 


ot Se a nn Oe eae er ORO ere rene Pee 
LL | CoS ee ae ee ee ann ee alee eee 6, 238 6. 4 
fie Sh: a See Eee RON epee eee eee 3, 720 3.8 
8 ees cc | ap ee a 
OOO so i Grelee ye A 2.3 


Alaska had 47 non-Federal dentists, or 28 
per 100,000 civilians in 1958. With 356 non- 
Federal dentists in Hawaii, the ratio was 62 
per 100,000 civilians. 

The U.S. dental schools number 47, having 
risen from 39 at the end of the war. In the 
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academic year 1957-58 they graduated 3,083 
dentists (10). The median age at graduation 
is now about 26 years, having been 28 years in 
the period 1950-54 and 25 years prior to World 
War II (9). 

Although the annual number of graduates is 
nearly 80 percent more than the number gradu- 
ated 10 years earlier, this expansion has not 








produced enough new dentists to maintain the 
pre-war dentist-population ratio. Further- 
more, at currently planned levels of school out- 
put the ratio of dentists to population will 




































Public Health Service. 


Federal service outside the U.S. are included. 





continue its steady decline, as illustrated in the 
accompanying chart. 

The annual number of graduates is expected 
to increase to nearly 3,500 by 1965. Unless 
there are further increases, however, the total 
number of dentists in the United States in 1975 
will reach about 118,000. This number will be 
equivalent to only 50 dentists per 100,000 
persons, of whom 46 will be active in the 
profession. 

To regain the 1958 dentist-population ratio 


An addi- 


will require 133,250 dentists in 1975. 


Table 2. Supply of physicians, dentists, and active professional nurses: United States, 1930-59, 
with projections to 1975 
Physicians Active 
Year * a Dentists 3 | professional 
| | nurses 4 
Total M.D. ! D.O.? 
| Estimated number 
1930 ae 2 a 164, 900 154, 600 10, 300 73, 100 214, 300 
Le 187, 600 175, 200 12, 400 81, 700 284, 200 
1950 ‘ 216, 200 203, 500 12, 700 86, 900 375, 000 
1957 : ‘ 240, 300 226, 600 13, 700 97, 600 445, 000 
1958 _ ‘ , ‘ 244, 500 230, 600 13, 900 98, 540 460, 000 
1959 249, 100 235, 000 14, 100 99, 400 467, 000 
1965 274, 800 259, 900 14, 900 106, 700 526, 000 
1970 294, 900 279, 000 15, 900 112, 900 608, 000 
1975 312, 800 296, 100 16, 700 LYS; 200: |... eee at 
Rate per 100,000 population § 
1930 133. 9 125. 5 8. 4 59 175 
1940 142. 0 132. 6 9, 4 62 216 
1950 142. 5 134. 2 8.3 57 249 
1957 140. 4 132. 4 8. 0 57 263 
1958 _ 140. 5 132. 5 8. 0 57 268 
1959 140. 5 132. 7 8. 0 56 267 
1965 140. 4 132. 8 10 55 269 
1970 137. 9 130. 5 7. 4 53 284 
1975 133. 0 125. 9 ioe 50 - 


! Number of M.D.’s for 1957 from American Medical Directory, 1958; data for prior years based on earlier 
directories; projections by Public Health Service (see metholodogy in table 1). 


2 Number of D.O.’s for 1957 from A Statistical Study of the Osteopathie Profession, December 31, 1957; data 
for prior years based on survival of graduates of U.S. schools of osteopathy; projections by Public Health Service. 


3 Number of D.D.S.’s for 1950-58 from Distribution of Dentists in the United States by State, Region, District 
and County (annual issues), adjusted to exclude graduates of years concerned; data for prior years based on sur- 
vivals of graduates of U.S. dental schools; projections by Public Health Service. 


« Number of nurses for 1958 from Facts About Nursing, 1959 edition; 1957 figure is midpoint between 1956 and 
1958 totals; data for prior years based on census enumerations, adjusted to exclude student nurses; projections by 


5 Rates for physicians and dentists based on total population including Armed Forces overseas since persons in 
Rates for nurses based on total population excluding Armed Forces 
overseas since nurses in Federal service outside the U.S. are excluded. 
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tional 2,700 graduates will be needed that year 
above the 3,500 currently planned for existing 
schools. This means a 75 percent increase in 
training capacity. 


Professional Nurses 


The nurse-population ratio in the United 
States has increased almost fivefold since 1910, 
according to the Public Health Service’s Divi- 
sion of Nursing Resources. The ratio now is 
267 per 100,000 population, with an estimated 
467,000 active professional nurses in the 48 
States and the District of Columbia in mid-1959 
(table 2). The total number of graduate pro- 
fessional nurses probably exceeds 800,000 in- 
cluding those who are inactive for any reason. 

In Hawaii there were 1,681 active registered 
nurses, or 320 per 100,000 civilians in 1956 (77). 
Data for Alaska are not available. 

The 1,145 schools of professional nursing 
enrolled about 113,000 students and graduated 
30,410 nurses in the academic year 1957-58 (/2). 
Admissions to these schools may increase 
markedly by the mid-sixties, with the annual 
number of graduations up to 37,000 by 1965 
and still going higher. 

The number of nurses in relation to popula- 
tion will increase in accordance with the cur- 
rently planned output of nursing schools. The 
ratio is expected to be 284 nurses per 100,000 
persons in 1970, with about 608,000 professional 
nurses in active practice. 


Summary 


The future supply of physicians is not ex- 
pected to keep up with the greatly accelerated 
‘ate of growth of the population. The pre- 
dictions take into account estimates of the 
graduates of medical schools in the United 
States, new licentiates graduated from Ca- 
nadian and other foreign medical schools, and 
deaths among those in the profession. 

The number of graduates of U.S. medical 
schools currently predicted for existing and 
planned schools is expected to increase from 
about 6,900 in 1959 to 7,400 in 1965. The 
number of physicians (M.D.) in the latter 
year will be about 260,000, or 132.8 per 100,000 
population which is about the present ratio. 
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If the number of graduates of U.S. medical 
schools. were to remain at about 7,400 per year 
between 1965 and 1975, while the foreign- 
educated physicians entering practice in this 
country leveled off at 750 per year, the number 
of physicians (M.D.) in 1975 would be in- 
creased to 296,000. The ratio, however, will 
decrease to 125.9 physicians per 100,000 per- 
sons. If the annual number of U.S. gradu- 
ates were to be increased sufficiently to main- 
tain the present physician-population ratio in 
1975, the 1975 graduating class would have to 
be increased to approximately 10,360, in order 
to have 311,500 physicians (M.D.) in that year. 

The number of osteopathic physicians is 
about 14,000, with 469 graduates in 1959. 
If the annual graduating class is increased to 
about 525, by 1975 the supply of physicians 
(D.O.) may reach 16,700. The ratio to popu- 
lation will have declined, however, from 8.0 to 
7.1 doctors per 100,000 population. 

Increases in dentist supply have been lag- 
ging behind the population growth despite 
large gains in the numbers being graduated. 
The annual number of graduates is expected to 
increase from the present 3,100 to nearly 3,500 
by 1965. Unless there are further increases, 
the number of dentists in 1975 will be about 
118,000, or 50 per 100,000 population. To re- 
gain the 1958 ratio of 56 dentists per 100,000 
population requires 133,000 dentists in 1975 
and an additional 2,700 graduates that year 
above the number currently planned. 

The supply of professional nurses has more 
than kept pace with the population growth. 
With 467,000 nurses now active, the ratio is 
267 per 100,000 persons. . The annual number 
of graduates is expected to increase from 30,400 
in 1958 to 37,000 in 1965 and continue upward. 
On this basis, the ratio is expected to be 284 
active professional nurses per 100,000 popula- 
tion in 1970. 
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A Survey of Refuse 
Disposal Methods 


16-mm. filmograph, color, sound, 358 
feet, 10 minutes, 1959, cleared for tel- 
evision. (Order No. FG—328.) 


Audience: Sanitarians and State and local 
officials responsible for refuse disposal 
facilities. 


This filmograph demonstrates the 
advantages and disadvantages of all 
widely used methods of refuse dis- 
posal—ranging from open dumps, 
dumping in oceans and rivers, and 
backyard burning to metropolitan 
incineration and sanitary landfills. 

The filmograph is available on 
short-term loan, in the United States 
only, from the Communicable Dis- 
ease Center, Public Health Service, 
Post Office Box 185, Chamblee, Ga. 
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It can be purchased from United 


World Films, Inc., 1445 Park Ave., 
New York 29, N.Y. 





The Membrane Filter 


35-mm. filmstrip, color, sound, 80 frames, 
12 minutes, 1959, not cleared for tele- 
vision. (Order No. F—386.) 


Audience: Anyone who might be expected 
to use the filter techniques. 


Designed to familiarize audiences 
with the use of the membrane filter, 
this filmstrip depicts its advantages 


and disadvantages as compared with 
other methods of examining water, 
outlines the newest techniques and 
procedures, and shows the equipment 
required. 

For short-term loan, in the United 
States only, the filmstrip is available 
the Disease 


from Communicable 





Center, Public Health Service, Post 


Office Box 185, Chamblee, Ga. It 
can be purchased from United World 
Films, Ine., 1445 Park Ave., New 
York 29, N.Y. 
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Federal Publications 


From Research to Classroom Labora- 
tory, Part 2. A series of demonstra- 
tions on the science and engineering 
of man’s environment for healthier 
living. OM 1274; 1959; 52 pages. 

Kight experiments designed to 
bring an awareness of environmental 
health factors to high school stu- 
dents are reprinted from the Science 
Teacher. 

Subjects investigated are fluoride 
contamination of food materials, 
additives in meat, taste and odor 
contaminants in drinking water, 
fluid metering, reducing evaporation 
of water by using hexadecanol, cul- 
turing bacteria on membrane filters, 
high-temperature, short-time pas- 
teurization of milk, and determina- 
tion of half-life. 


Experiments given in part 1 are 


listed. 


A Dental Society Reports on Budget 
Payment. A case study of the Kana- 
wha Valley Dental Society payment 
plan. PHS Publication No. 717; 
1959 ; 28 pages. 

Organization, operation, and first 
year’s utilization of a budget pay- 
ment plan in which patients finance 
dental care through special bank 
loans at nominal interest rates are 
described. 

The dentists’ reasons for joining 
the plan, effects they believed it 
would have on dentist-patient rela- 
tionships and financial aspects of 
practice, and the plan’s possible con- 
tribution to better oral health stand- 
ards for the community are discussed 
in relation to utilization patterns. 


Principles for Planning the Future 
Hospital System. A report of pro- 
ceedings of four regional confer- 
ences. PHS Publication No. 721; 
1959; 234 pages; $1.25. 

Regional conferences held in Chi- 
cago, New Orleans, Salt Lake City, 
and Washington, D.C., during April 
and May 1959 are recounted for 
groups or individuals concerned 
with hospital planning. 
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Divided into three parts, this re- 
port presents all the major speeches 
along with a condensation of each 
speech, a report from each of the 
16 workshops and a summary of 
their activities, and a listing of reg- 
istered participants. 

The appendix contains background 
material used as a basis for discus- 
sion. 


Patients in Mental Institutions, 
1956. Part I. Public institutions 
for mental defectives and epileptics. 
Part II. Public hospitals for the 
mentally ill, Part III. Private hos- 
pitals for the mentally ill and gen- 
eral hospitals with psychiatric facil- 
ities. Part [V. Private institutions 
for mental defectives and epileptics. 
PHS Publication No. 632; 1959; 
part I, 48 pages; part IT, 72 pages; 
part IIT, 41 pages; part IV, 27 pages. 
Tabulations of basic statistical 
data on the movement of patient pop- 
ulations in mental institutions for 
each State and the United States 
are presented. The data were de- 
rived from the 30th annual census of 
patients in mental institutions. 
Parts I and II contain detailed 
tables on first admissions and resi- 
dent patient characteristics, on per- 
sonnel, and on maintenance expendi- 
tures. Parts III and IV _ present 
characteristics of first admissions to 
private mental hospitals and private 
institutions for mental defectives. 
Part III also includes characteristics 
of patients discharged from psychi- 
atric facilities of general hospitals. 
Scope and limitations of the data 
are discussed, and a section on defi- 
nitions is included in each part. 


Sources of Morbidity Data, Listing 
Number 7, 1959. PHS Publication 
No. 716; 1959; 88 pages. 
Descriptions of 116 current mor- 
bidity statistics projects are grouped 
according to disease category or in- 
jury. Projects are indexed by type 
of data collection, organizations re- 


sponsible for the research (by State), 
and principal investigators. Status 
of incompleted projects from previ- 
ous listings is given in the section of 
supplementary notes. 

The listings are published pri- 
marily for the use of research work- 
ers and persons planning public 
health programs. Tearsheets of the 
project descriptions are available 
for persons who inquire about 
studies of a particular type. 


Proceedings, 1959 Annual Confer- 
ence of the Surgeon General, Pub- 
lic Health Service, and the Chief, 
Children’s Bureau, with State and 
Territorial Health Officers. PHS 
Publication No. 722; 1960; 27 pages. 

Recommendations and actions of 
the Association of State and Terri- 
torial Health Officers are presented 
in separate sections for each of its 
standing and special committees and 
for the Long-Range Planning Sub- 
committee. 

Committees cover Federal rela- 
tions, environmental sanitation, hos- 
pitals and mental health, infectious 
diseases, long-term illness and health 
of the aging, maternal and child 
health, health and medical services, 
research, civil defense, Indian af- 
fairs, and migrant labor. 

Resolutions adopted by the Asso- 
ciation of State and Territorial 
Health Officers are also presented. 
Officers and executive committee 
members of the association are listed 
for 1958-59 and 1959-60. 





This section carries announcements of 
new publications prepared by the Pub- 
lic Health Service and of selected publica- 
tions prepared with Federal support. 

Unless otherwise indicated, publications 
for which prices are quoted are for sale 
by the Superintendent of Documents, U.S. 
Government Printing Office, Washington 
25, D.C. Orders should be accompanied 
by cash, check, or money order and should 
fully identify the publication. Public 
Health Service publications which do not 
carry price quotations, as well as single 
sample copies of those for which prices 
are shown, can be obtained without 
charge from the Public Inquiries Branch, 
Office of Information, Public Health 
Service, Washington 25, D.C. 

The Public Health Service does not sup- 
ply publications other than its own. 
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THE NATIONAL HEALTH SURVEY* 


SCOPE AND METHOD OF THE NATION-WIDE CANVASS OF SICKNESS 
IN RELATION TO ITS SOCIAL AND ECONOMIC SETTING 


By Georce St. J. Perrott, Principal Statistician, Clark Tisnitrs, Field Director, 
“and Roito H. Britren, Senior Siatistician, Uniied States Public Health Service 


During the winter of 1935-36 the United States Public Health 
Service inquired into the state of the Nation’s health and underlying 
social and economic factors by means of a house-to-house canvass of 
over 700,000 households in urban communities in 18 States! and 
37,000 households in rural areas in 3 States. The present paper scts 
forth the purpose and seope of the survey, outlines in some detail the 
method of sampling and ecanyassing, compares various aspects of the 
population with 1930 Census data as a rough measure of the reliability 
ef the Health Survey san rple, and records the major definitions em- 
pleyed in the survey. Subsequent’ papers to be published in the 
Pvsiic Heartu Rerorts or as special monographs will present the 
detailed findings. 


SCOPE, OF JHE. SURVEY 


The data necessary for comprehensive analysis of national health 
problems are not available from regularly compiled records. Local, 
State, and Federal health agencies collett information principally on 
births,.deaths, and a limited list: of incompletely reported communi- 
cable diseases. On the frequency of accidents and disabilities re- 
sulting therefrom, only approximate estimates based on records of 
insurance companies, workmen’s compensation commissions, and 
industrial and safety organizations have been available. As to the 
provision ef medical care, records of doctors, hospitals, and health 
agencies lack the uniformity and centralization necessary for statistical 
comparisons. Any adequate picture of care received in relation to 
needs can be obtained only through family reporting. 
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The goal and scope of the 1935-36 National Health Survey of the Public 
Health Service were defined by George St.J. Perrott, Clark Tibbitts, and 
Rollo H. Britten in this article which also outlined survey methods and 
techniques. 
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